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THE YEAR’S PROGRESS IN HEALTH 
WORK RELATING TO THE 
MEDICAL PROFESSION.* 


WARREN F. DRAPER, M. D., Richmond, Va. 
State Health Commissioner. 

At my first appearance before this Society 
one year ago, I undertook to define my poli- 
cies on certain questions relating to public 
health and medical practice and to recommend 
for joint consideration several matters which 
required further study. The main purpose 
of my paper was to lay the foundation for a 
complete and satisfactory understanding §be- 
tween these two important branches of the 
medical profession in order that they might 
work together in perfect confidence and har- 
mony for the best interests of the people whom 
they serve. 

It had been my intention to present a prog- 
ress report on several of the acitivities of the 
State Department of Health which are of 
greatest concern and interest to the members 
of this Society but it developed that when I 
had covered the first of these subjects which 
had to do with our cooperative program for 
diphtheria control I had occupied the entire 
time allotted for the paper. I shall, therefore, 
defer until another occasion the consideration 
of all matters except diphtheria. 

You will recall that the problem of accom- 
plishing a sufficient number of immunizations 
to insure to the children of the State a reason- 
able degree of protection against diphtheria, 
smallpox, and typhoid fever was an impor- 
tant consideration last year. As the incidence 
of diphtheria was very high, a plan for ex- 
tensive immunization work to be done by the 
physicians of the State was presented to the 
President and Council of the Society and ap- 
proved. You are familiar with its details 
which provided that local health officers and 
nurses should undertake to organize groups of 
children in order that they might receive im- 
munizations from the local physicians at a 
cost to be determined by the physicians. 

It was realized, of course, that unforeseen 
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difficulties would be encountered when the plan 
became operative but a beginning had to be 
made somewhere, and there was reason for be- 
lieving that the experience to be gained from 
an earnest effort to carry out such a joint pro- 
gram might lead to a future plan which would 
be more satisfactory and which might be ap- 
plied to other diseases and also serve as a 
basis for further cooperative enterprises. 

The experience has been useful as antici- 
pated, and has resulted in the complete im- 
aaiieaiion of approximately fifty-five thou- 
sand pre-school and school children, many of 
whom would probably not have been reached 
otherwise. Aside from the actual work ac- 
complished, I believe that the most valuable 
result has been the general recognition on the 
part of the practitioners that the Health De- 
partment is in earnest in its desire to work in 
cooperation with them and that its announced 
policies are more than merely words, as was 
the firs. impression of some of the members of 
the Society. The feeling of confidence in the 
Health Department and the better relationship 
and understanding which have been estab- 
lished are, in my opinion, well worth the time 
and effort which have been expended. 

As was to be expected, certain difficulties 
were encountered in working out the plan in 
some communities. I mention them here fer 
the value that the experience may have in the 
development of future plans, and in the hope 
that a satisfactory solution may be found. 

The greatest difficulty which arose was that 
of securing immunizations when the charge to 
the individual case exceeded fifty or seventy- 
five cents per complete immunization. When 
the charge was as high as two dollars per im- 
munization, the cases which responded were so 
few that the accomplishment was by no means 
commensurate with the cost of the undertaking. 
As an example, I wish to cite the actual ex- 
perience in one county as follows: 

1. Two meetings of the county medical so- 
ciety were held and the physicians formulated 
a plan for toxin-antitoxin clinics in the schools. 

2. Members of the local health department 
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discussed the proposed program in detail with 
the county superintendent of schools and ar- 
rangements were made for the cooperation of 
all school teachers in putting on the work. 

3. A provisional schedule of proposed 
clinics was worked out by the health unit and 
the superintendent of schools, and submitted 
to physicians at a meeting of the medical so- 
ciety. 

4. The county nurse visited every school in 
the county and distributed form letters to every 
child in the school. These letters were taken 
home by the children for a parent to sign giv- 
ing permission for the health officer to do the 
Schick test, unless the family preferred to em- 
ploy a private physician. This procedure was 
approved by the county society. 

5. The health officer accompanied by the 
county nurse visited every school in the county 
and gave the Schick test to approximately three 
thousand school children. 

6. The health officer accompanied by the 
nurse made a second visit to every school to 
read the Schick tests. Four hundred and fifty 
positive tests were recorded. 

7. The health officer secured an abundance 
of publicity for the program by a number of 
newspaper articles and talks. The material 
was published in local papers and in near-by 
morning and evening city papers which had 
a wide circulation in the county. 

8. The county nurse visited all of the schools 
and gave brief talks on diphtheria prevention 
and stressed the proposed clinics. Much litera- 
ture on diphtheria prevention was distributed 
through the teachers, and a number of teach- 
ers gave talks on the subject to their pupils. 

9. A form letter composed by the county 
medical society was distributed by the county 
nurse, assisted by the teachers, to each of the 
450 children who reacted to the Schick test. 
The letter fully explained the proposed clinic 
and gave the time at which the clinic was to 
be held at the school which the child attended. 
The fee of two dollars for the complete im- 
munization was mentioned, and the parent was 
asked to sign the letter if he wished to have 
the child immunized and to indicate in a space 
provided for the purpose the name of the 
physician whom he preferred to do the work. 
The letter was then to be returned to the prin- 
cipal of the school. 

Of the total of 450 Schick positive children, 
thirty-four applied for immunizations. These 
were scattered widely over the county. Sixteen 
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of the thirty-four divided their applications 
among nine county physicians, and the remain- 
ing eighteen expressed the desire to have the 
work done by eleven different physicians who 
lived at separate places in six counties and 
cities. 

Under the circumstances it was manifestly 
impracticable to attempt to render service un- 
der the clinic plan and it was abandoned. 

Approximately six full weeks of intensive 
effort were devoted to this work by the health 
officer, county nurse. and office clerk, A com- 
bined total of about 4,000 miles was travelled 
by members of the unit. In addition there were 
the office expenses incident to the work and 
the cost of the Schick material. 

While this experience was costly. it was per- 
haps worth while in that it defines the limits 
of the financial returns which may be expected 
from immunization work among the general 
population. The question which naturally fol- 
lows is whether or not the compensation which 
the physician can actually secure for such sery- 
ices makes it worth his while to render them. 

In the joint program under discussion the 
physicians in several counties answered the 
question in the negative without attemptinz 
the work at all and voluntarily requested their 
local health officers to immunize all the chil- 
dren for whom they could find the means to 
provide material. In other instances, physi- 
cians who willingly agreed to enter into the 
plan were unable to collect sufficient fees even 
to pay the cost of the material, and gave not 
only their time and travel expenses but paid 
for the material besides. There were on the 
other hand a number of physicians who had 
successful clinics and who felt that they were 
repaid either by the financial returns or by 
the contact which they maintained with the 
people in the communities which they served. 
While I have certain suggestions to offer which 
may be of value in overcoming some of these 
difficulties, I am depending upon a free and 
full discussion by those who have had experi- 
ence with this work and from the discussion 
I hope to derive valuable information which 
will serve as a guide in the development of 
future plans. 

In considering further the question of diph- 
theria immunization, there are certain essen- 
tial facts which should be borne in mind; 
namely, that approximately 90 per cent of the 
deaths and 70 per cent of the cases occur among 
children of pre-school age, and that 40 per 
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cent of the pre-school children must be im- 
munized in order to give a reasonable degree 
of community protection. It is among the 
pre-school children, therefore, that our efforts 
must be intensified if we hope to avoid a repe- 
tition of the 225 needless deaths from diph- 
theria which was the tell exacted by this dis- 
ease in Virginia last year. It is this group 
also which only the family physician can reach 
to advantage. The point which I wish to em- 
phasize above all others is the following: THr 
ULTIMATE SOLUTION OF THE DIPHTHERIA PRos- 
LEM AND OF THE IMMUNIZATION Prospiem Lies 
Wirntn Easy Reacu or THE Practicing Puy- 
sictans OF Tuts Srare—ir 1s THeirr Dury to 
Accert Tuts Resronstpitiry ANp TO po A Goop 
Jop IN MEETING IT. 

The plan that would yield certain success 
would be for every physician who attends a 
birth to assume the responsibility for seeing 
that the child is immunized at the end of six 
months. If the circumstances are such that 
he cannot do the work himself, he can at least 
see that the obligation is placed upon a col- 
league. In cases delivered by midwives, phy- 
sicians might prefer to place upon the health 
department the responsibility of securing im- 
munizations. 

An interesting discovery has recently been 
made which promises to give additional rea- 
son for the routine diphtheria immunization 
of infants at the age of six months. It has been 
found that when animals receive diphtheria 
toxoid administration prior to smallpox vacci- 
nation the reaction to the smallpox vaccination 
is always milder. It seems reasonable to as- 
sume that this will also be the case in children, 
and observations are now being made to sub- 
stantiate this point. Since toxoid seems defi- 
nitely superior to toxin and antitoxin mixtures 
for pre-school children and produces no greater 
reaction it would seem to be a decided advan- 
tage to use this material routinely in the pre- 
school group and to follow the diphtheria im- 
munization by smallpox vaccination a month 
or so later. 

To make the task of routine diphtheria im- 
munization easier, much educational work has 
already been done among the public, much is 
being done, and more can be done. You are 
all familiar with the little stickers now at- 
tached to the birth certificates advising that 
the child be immunized against diphtheria at 
the age of six months. At the suggestion of 
one of the rural practitioners in the State we 
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are now considering the sending of return post- 
cards at the end of nine months requesting a 
reply as to whether the work has been done 
and if not the reason why. 

Will not the practicing physicians in the 
State of Virginia undertake to serve the peo- 
ple and themselves by adopting this plan and 
carrying it out through concerted effort? And 
if they do not meet the obligation, which is 
so manifestly theirs, are they in any position 
to wage a successful battle against any means 
which the populace may demand to improve 
the situation? Can the Medical Society of 
Virginia perform any single service for its 
members which will be of more value than 
that of sponsoring such a program and guid- 
ing it to success? I assure you that the pub- 
lic health authorities, whether State, munici- 
pal, or local, are ready to aid you in every 
way within their power. 

Pending the time that such a program can 
make itself felt, there are, of course. many pre- 
school children and others who must still be 
reached. In these few intervening years I be- 
lieve that the best results can be secured by 
concentrating our energies upon the pre-school 
group and the children in the first and second 
grades of school. 

To accomplish this purpose I am inclined 
to believe that a modification of the plan of 
last year might be worth the trying. Instead 
of the nurse undertaking to bring the children 
into direct contact with the physician, as was 
done last year, I would suggest that the vari- 
ous local school associations or civic groups 
be led to sponsor the organization of groups 
of children for immunization by the physi- 
cians, and that these associations undertake the 
responsibility of collecting the sums necessary 
to have the work done and for compensating 
the physicians. Presented in more detail the 
plan would be somewhat as follows: 

With the approval of the county board of 
health and with the cooperation of the division 
superintendent of schools, a representative of 
the health department would undertake to in- 
duce suitable community organizations to sup- 
port a program for immunizations of pre- 
school children and those in the first and second 
grades. The following duties would devolve 
upon the local associations: 

1. To secure a list of the unprotected chil- 
dren in the community. 

2. To visit the homes or to see that the fami- 
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lies are supplied with diphtheria literature and 
a schedule of the clinics. 

3. To be responsible for the dissemination 
of information through churches, lodges, and 
by means of local papers. 

4. To raise funds for the purchase of ma- 
terial and the payment of physicians’ services 
from boards of supervisors, local organizations, 
and from such families as can afford to pay 
for the service. 

5. To arrange with local physicians to do 
the work at a rate of compensation to be agreed 
upon in advance of the undertaking. By this 
arrangement the physician is assured of im- 
mediate payment for his services and a reason- 
able return for the treatment of indigent per- 
sons as well as from those who can pay. 

The general principles of this plan have been 
carried out in a school vaccination program 
in Mecklenburg County under the direction of 
the Division Superintendent of Schools, Mr. 
C. B. Green, and in an immunization program 
conducted under the auspices of the West Point 
Kiwanis Club. The results reported from these 
two places were highly satisfactory and would 
seem to justify a trial on a State-wide basis. 

While I have devoted all of the time al- 
lotted me to the subject of diphtheria preven- 
tion, I believe that this is justified. Any dis- 
ease which ean be prevented by a simple, prac- 
tical, and inexpensive procedure, and which yet 
continues to take the lives of 225 Virginia chil- 
dren in a single year, and to cause the serious 
illness of 4,641 others is worthy not only of 
our prayerful consideration but it becomes a 
tremendous responsibility when we realize that 
it is well within our power to stop this wastage 
of life and to prevent needless suffering in 
thousands of Virginia families. In terms of 
money the cost of the disease last year to the 
families of those afflicted was well in excess of 
one hundred and twenty thousand dollars if 
the estimate is based on a low average cost of 
$25 per case. In this connection it is inter- 
esting to observe that the cost of physicians’ 
services for immunizing all of the approxi- 
mately 53,000 children to be born in Virginia 
during the year 1932 would probably not ex- 
ceed the cost of caring for those who will be- 
come ill for want of immunization. 

In conclusion, may I say that upon our suc- 
cess in working out a satisfactory cooperative 
procedure for meeting this particular problem, 
involving as it does important principles in 
the fields of medicine and public health, may 
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well depend the solution of other problenis in 
these fields, and upon the right solution may 
depend our future destinies. 


DISCUSSION 


Dr. W. O. BAILEy, Leesburg: This is a moment of 
auspicious augury. The Department of Health of the 
State of Virginia, the great contrifugal force, and 
the physicians in private practice, the great cen. 
tripetal force, are about to join hands in happy and 
understanding unanimity in the accomplishment of 
a great deed—the stamping out of this terrible 
scourge of diphtheria. The Director of Health offers 
us a constructive plan. Let us examine it. It is 
excellent, in my opinion, except for a few details. | 
believe that the paternalistic tendency in our country 
has precipitated most of our woes. Those who can 
pay for services should pay, even though it be only a 
widow’s mite. The Department of Health should, I 
think, see that all patients come to their physicians 
and should keep and supervise all records. If the 
physicians do the work, that should be sufficient. 

No one takes more interest in this subject than 
do I, for upon me devolves the duty of intubation. 
Just a few weeks ago I was called to a home in 
Fairfax County for this purpose. Four children in 
the family had failed to take advantage of immuni- 
zation. It is true that a speedy intubation changed 
a child gasping, inarticulate, and purple, into a speedy 
convalescent. But why take the risk? This is not 
always the result. 

In approaching this problem we should have a 
factor; we should know when we begin and when 
we end. For example, using the county from which 
I come as a prototype, in Loudoun we have three 
hundred children in the first grade, the same num- 
ber (approximately) in the second grade, and a 
little over five times as many from infants to five 
years old—in all, about twenty-two hundred chil- 
dren. If we take forty per cent of this number, we 
know that we have approximately nine hundred chil- 
dren to immunize next year, minus those we have 
already done in these age ranges. After that we 
shall have only between three and four hundred a 
year, dependent upon the number of births. But 
why not strive for all twenty-two hundred? If we 
fall short, we shall be closer than if we had never 
tried. 

We are most fortunate in having as Director of 
Health a man who is so patient, so tolerant, so for- 
bearing, so cooperative, so experienced. He is a gal- 
lant leader. Let us follow him. Let this great cen- 
trifugal health force and this great centripetal medi- 
cal force join hands and save the lives of these in- 
nocent little children. 


Dr. FRANKLIN D. WiLson, Norfolk: This paper of 
Dr. Draper’s is at once an indictment of and a chal- 
lenge to the medical profession in this State. I 
am in happy accord with what Dr. Draper has said 
with regard to the necessity for education of the 
public and of the physicians with a view to pro- 
tecting the children of the State from the ravages 
of diphtheria. This experience the doctor had is 
not the only one of the kind that has been had in 
this State; Dr. Williams, his predecessor, had much 
the same experience under similar circumstances, 
with the result that practically nothing was done. 
Unless we physicians assume our place in the edu- 
cational scheme we cannot hope to do much more 
in the future than we have done in the past. It 
seems a pity that we wait for lay organizations to 
develop this scheme of protection against diphtheria. 
Dr. Bailey has suggested that through civic organiza- 
tions and other lay organizations the public may be 
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acquainted with it. But we have at our disposal 
a means of combating this disease, in addition to 
what Dr. Draper has proposed, which will certainly 
cut down Dr. Draper’s figures by thirty per cent. He 
states that about seventy per cent of the cases occur 
pefore school age and about thirty per cent in chil- 
dren of school age. At the White House Conference 
it was stated as being half. Now, we have at our 
disposal a method of absolutely preventing this thing 
among school children. We know what the law re- 
quiring vaccination for smallpox prior to entrance 
into school has done for the people of the State. We 
know that our children do not have smallpox, and 
we can give the credit for that to our compulsory 
vaccination law. We know that this method of pre- 
yention of diphtheria is almost as effective as vacci- 
nation for smailpox. We know that thirty per cent 
of the cases occur in children in the schools. Further- 
more, many of the cases among the smaller children 
in the home are contact cases developing from cases 
in the schools. Now, that can be done if we will; 
we can ask the legislature to do it. It was defeated 
in the House of Delegates of the Society today, but 
it is a method we have of at once getting rid of a 
large number of deaths from preventable diseases. 

On the other hand, it is possible for physicians, in 
their capacity as guardians of the public health, to 
protect the people in a far larger way than we have 
been protecting them. I have a fairly large prac- 
tice among children, and last year I did not see a 
single case of diphtheria among the children with 
whom I worked. The three cases I did see were re- 
ferred to me by other physicians. The point I am 
making is that if everyone would try to do his duty, 
we could very largely eliminate the disease. But, 
human nature being what it is, we do not do it. It 
is our duty to get behind this movement and teach 
the people how to protect their children; and I feel 
we should go a step further and have a compulsory 
inoculation law, which could be an enabling act, 
so that the various counties could take the neces- 
sary steps to make it effective. I certainly feel that 
the time has come to do something about it. 


Dr. WM. B. McILwAINeF, Petersburg: The diphthe- 
ria work is, of course, of vital interest to every 
doctor in the State, and I am sure we all appreciate 
Dr. Draper’s very clear-cut and valuable paper. 

There are a few little points which I should like 
to bring to his attention, so that he can enlighten 
us on these facts. The first thing is that there was 
some recent work done in New York which seems 
to show that the six months’ immunization period 
is not as good as if done at nine months. By the 
use of the Schick test (which, after all, is the final 
criterion as to whether you have an immune patient), 
it has been worked out by some men that if you 
immunize at six months you have a higher number 
of non-immune children at the end of eighteen 
months than if you immunize at nine months, due to 
the fact that the child has some immunity from the 
mother. 


_ The second point is that, after all, the Schick test 
is the final factor, and it seems to me rather im- 
perative to have a State Board of Health man or 
somebody else in the community doing the Schick 
test on the cases that have been apparently im- 
munized by the toxin-antitoxin or the toxoid. Of 
course, it is definitely known that we have cases of 
diphtheria after we have immunized the patients. 
That is a very small factor, of course, but it seems 
to me that the Health Department might work on 
the line of following up the Schick test and letting 
the patient know he is not definitely immunized 
until he has had a negative Schick test. 
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There is one other point I should like to bring 
out. It seems to me it would be a wonderful thing 
for our statistics if the report of every case of diph- 
theria could carry on it information as to whether 


the child had been immunized and, if so, when. 
That would give us some very valuable data, for 
we would know definitely how many cases occur 
after the children apparently are immunized. 

It seems to me, too, that it would be a very valu- 
able addition to our statistics if the Bureau of Vital 
Statistics would send a card to the mother of each 
child registered with them, six months or nine 
months after birth, stating that it is time for the 
child to be immunized and urging the parents to 
have it done, if not already done. I think that is 
better than depending on the doctors. Whether the 
mother has moved away or not, she will get the card 
and know that her child needs immunization. 


Dr. M. B. HipEN, Warrenton: There is possibly a 
point that has not been thoroughly brought out or 
properly emphasized, and that is that in some sec- 
tions at least the physicians have to some extent re- 
sented this work being done by the State Health De- 
partment, not realizing that the State Department 
is only doing the work that the local physician vol- 
untarily neglects. Now, why does the State Depart- 
ment do this work? Simply because the phys‘cians 
do not do it themselves. If the physicians them- 
selves would do it and do it properly, the State De- 
partment would be glad to keep out of it. If, as Dr. 
Draper has said, the physicians would notify the 
parents, when the child is born, that the child should 
be immunized at six months or eight months or nine 
months, and would keep a record on his books when 
the various immunizations were due, and when these 
dates arrive would send a notice to the parents 
that the child was due for immunization, it would 
not be unethical, would increase the physician’s 
practice, and would relieve the State of the trouble 
and expense of doing this work. The family phy- 
sician should see that the child is immunized and 
that this is done at the proper time. In this way 
each doctor would get his practice thoroughly im- 
munized, would keep the patients in his own hands 
and would be a greater help to the patient, to him- 
self, and to the Health Department. I am sure that 
the Department of Health would be delighted to have 
each physician immunize his own clientele and thus 
relieve them of much trouble and expense. If you, 
the physicians, have not enough influence or stand- 
ing with your patients to induce the parents to have 
their children immunized at the proper time, or if 
your natients have not enough intelligence to fol- 
low your advice, you have lost nothing in having 
this work done by the State. If these patients do 
not. come in to you after you have urged them to 
do so, and if they will not accept your services in 
protective medicine, you should be very glad to have 
the Health Service do this work, because in such 
cases there will be no loss to you whatsoever. I 
want to urge every physician present to immunize 
the children in his own practice and to follow them 
up in every way possible, and if they neglect to 
come to you, then let the Health Department have 
them, with our most gracious thanks and appre- 
ciation. 


Dr. T. H. DANIEL, Charlottesville: We did this 
work in Charlottesville and Albemarle. Last year 
I was on the committee from the local society. We 
had newspaper articles, had posters in the schools, 
had letters sent out from the schools, and tried to 
bring it before every family represented in the 
schools, from the public health standpoint. Per- 
sonally, I felt that with the families I attended I 
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would have more influence than any public health I am going to ask permission, therefore, for Dr. Me- 


official or any school authority; and so, at the pos- 
sible risk of being called unethical, I sent a personal 
letter to the mothers of children of pre-school age 
whom I had attended in their confinement. I found 
the records of 175 for whom I could get pretty accu- 
rate addresses, and I sent out 175 letters, writing 
it as a personal letter. I had them mimeographed, 
but I stated in there that it was a personal letter 
to each one and that I had them mimeographed 
simply because I was sending out a good many. In 
the letter I stated that the child had reached the 
age when it was susceptible to diphtheria, a disease 
that could be prevented, and urged that these chil- 
dren be brought in for immunization. I stated in 
my letter that the cost was slight but that if anyone 
was not able to pay the fee charged I should be 
glad to do it for nothing. As a result of those 175 
letters, I had over a hundred children brought to my 
office for immunization. I was told this afternoon 
that 1,054 immunizations were done in our county. 
Of those, about 600 were done at the clinic, leav- 
ing four hundred that were done by the practition- 
ers of Charlottesville and Albemarle. Of those 400, 
apparently I did approximately one-fourth, and I 
certainly have not anywhere near one-fourth of the 
practice. I believe, gentlemen, that it was simply 
the personal appeal that I made in those letters 
that brought them in. 


Now, just one word. There was some fear ex- 
pressed by some of my colleagues when I told them 
of this plan that I should be accused of advertising, 
that the patients would think I was hunting busi- 
ness. I tried to overcome that by making the letter 
a very personal one. Then, it was thought that 
maybe a great many would try to take advantage 
of the offer to do it free. But, of the 112 who have 
responded, only three families have asked for free 
immunization. 


Dr. Draper, closing the discussion: I want to 
express my appreciation to the gentlemen who have 
discussed this paper for the points which they have 
brought out. And I want to express my apprecia- 
tion, on this occasion, to the doctors of Virginia. I 
know, as I said last year, the feeling that has ex’sted 
rather generally on the part of the medical pro- 
fession toward various public health activities Put 
throughout my first year of service with you I have 
received nothing except the most cordial coopera- 
tion We have not always agreed, and sometimes 
we have had some pretty frank correspondence and 
conferences, but the end result in every case has been 
entire understanding and accord. I hope that we 
are going to be able to work out our problems to- 
gether here in Virginia to our mutual advantage. 
and, more than that, to the great advantage and 
benefit of the people of the State, whom we all serve. 


Dr. Hiden was entirely correct when he said that 
the Health Department has no desire to usurp the 
field of preventive medicine My conception of our 
field in regard to preventive medicine is that it is 
largely educational. I think you are the ones who 
should practice preventive medicine, just as you 
practice curative medicine. But when such condi- 
tions exist in the State that people are suffering and 
dying from preventable diseases naturally the public 
health authorities are called upon to do something 
about it. 


The technical questions that have been asked I 
know can be answered much better by my associate, 
Dr. McGinnes, who is actively engaged in experi- 
mental and diagnostic work in cooperation with you. 


Ginnes to answer the questions in regard to the 
Schick tests, etc. He has all the facts at his finger 
tips. 


Dr. G. F. McGinnes, Richmond: Unfortunately | 
am not familiar with the paper which Dr. McIlwaine 
referred to. I should be very glad to have a refer. 
ence to it. Dr. Park, in New York City, found that 
the immunization of children, in the first months 
of life, with toxin-antitoxin was not effective in all 
instances. He came to the conclusion that im- 
munity received at birth prevented the production 
of a lasting immunity by the toxin-antitoxin because 
sufficient antitoxin was present in the patient’s blood 
to completely neutralize the toxin-antitoxin mixture, 


In a recent experience in a rural county in Vir. 
ginia, where 2,000 children were Schick tested, we 
found that a considerable number of the children 
retained the immunity received from the mother up 
to six months of age and that a small percentage of 
these children retained their immunity up to nine 
months and a few up to one year. It would indeed 
be interesting to retest these children and try to 
determine how much longer the immunity derived 
from the mother is retained. I was of the opinion 
that it would be a wise procedure to administer 
toxoid in these cases. 


At the present time the Bureau of Epidemiology 
has 10,000 children under observation, the immunity 
status of each being known, and we are attempting 
to compare the value of toxin-antitoxin and toxoid. 
We are also attempting to determine the minimum 
dose of toxoid that will be effective. This depends, 
of course, a great deal upon the potency of the 
toxoid used. We fully appreciate the fact that in 
a rural population children do not acquire and main- 
tain immunity as do children of an urban popula- 
tion, because the latter are subjected more or less 
frequently to minute doses of the infective material 
which may gradually build up an immunity with- 
out showing clinical evidence of the disease This 
process does not go on to the same extent in a rural 
population because of fewer contacts. 


Dr. Wilson has brought up a very interesting 
point and one that I wish I could answer concerning 
the State of Virginia. He said that at the White 
House Conference it was stated that only fifty per 
cent of the cases of diphtheria occur in children 
under school age. We have had no way of know- 
ing the age, sex and color of our diphtheria cases 
until the beginning of the weekly reporting system 
on July 1, 1932. There has been apparently a change 
in the age distribution of diphtheria effecting the 
older age groups. I cannot explain this unless it 
may be that in rural populations immunity is de 
veloped later in life. 


I wish to express the appreciation of the State 
Board of Health for the cooperation that the phy- 
sicians of the State have given in the reporting of 
communicable diseases since the beginning of the 
weekly reporting system. Dr. Maxcy, who has in- 
stalled similar systems in other States and who 
very kindly gave us his advice and help in begin- 
ning our weekly system, felt that if fifty or sixty 
per cent of the physicians of the State reported we 
should consider the system a success. I am very 
glad to say that ninety-four per cent of the physi- 
cians of the State have reported under the new 
system. 
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THE EARLIEST MEDICAL LIBRARY IN 
THE UNITED STATES.* 
FRANCIS R. PACKARD, M. D., Philadelphia, Pa. 

In 1876 the people of the United States cele- 
brated the one hundredth birthday of this na- 
tion. In the fifty-six years that have succeeded 
that epochal date the entire science of medicine 
has undergone a growth and development far 
exceeding in importance the changes which it 
underwent in the twenty-three centuries which 
had elapsed from the age of Hippocrates to 
that time. 

What would one of us do if he found him- 
self transplanted back to the year 1876, a date 
not so very remote but that many of us can 
recall it, and placed in active practice, with 
no science of bacteriology to explain the origin 
of the vast majority of diseases, point the cor- 
rect method of treating them, or establish the 
principles on which our entire system of aseptic 
surgery is based; no knowledge of the impor- 
tant role played by insects in the transmission 
of some of the most dreaded scourges of the 
human race; without the aid of the X-rays and 
radio-activity in our diagnosis and treatment 
of many pathological conditions; with none of 
our routine blood examinations or methods of 
serological diagnosis, and with no knowledge 
of immunology! 

Voltaire said, “the miracle of today is the 
commonplace of tomorrow.” We fortunate ones 
use our advantages as a matter of course, with 
little thought of the difficulties under which 
our predecessors labored without them. Pick 
up Watson’s “Principles and Practice of 
Physick,” or Samuel D. Gross’ “Surgery,” two 
of the best books available on medicine and 
surgery, respectively, in 1876. From their 
pages you will learn that though they were 
confronted by the identical conditions of dis- 
ease and traumatism which we see now, they 
were compelled to meet them without the aid 
of the knowledge of their causation or proper 
treatment possessed by the most recent gradu- 
ate of the present day. 

On an occasion such as the present there is 
no reason to extol the usefulness of books, for 
have we not met to show our appreciation of 
their value? 

Books and medical periodicals are as abso- 
lutely essential now as they have ever been 
to the spread of knowledge and to render it 
available to all, but I am going to take you 
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*Read before the Richmond Academy of Medicine on the 
occasion of opening its new building, September 20, 1932. 
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back to a time when books were the chief, in 
fact, almost the only extrinsic aids of the prac- 
titioner in his daily work, and hope thereby to 
impress upon you the importance of medical 
libraries by telling you the story of the foun- 
dation of the first medical library in this coun- 
try, that of the Pennsylvania Hospital in 
Philadelphia. 

In the eighteenth century in America medi- 
cal books were scarce, expensive and hard to 
procure. This is evidenced by the care with 
which those who had been so fortunate as to 
be able to attend the courses in the medical 
schools abroad preserved their notes on their 
teachers’ lectures. In the manuscript room of 
the College of Physicians of Philadelphia there 
are scores of such notebooks, many of them kept 
by William Shippen, Jr.. Adam Kuhn, and 
others, who in their turn became teachers. In 
many instances these books show marginal 
annotations, written many years after the 
original manuscript, indicating that they were 
referred to and used by their owners in their 
professional work, even after they themselves 
had become teachers. 

The Pennsylvania Hospital was founded in 
1751, and is the oldest existing hospital in the 
United States which was not established pri- 
marily as an almshouse or poorhouse.  Al- 
though the credit for its foundation is fre- 
quently ascribed to Benjamin Franklin, he dis- 
tinctly disclaims it in his “Autobiography,” 
in which he ascribes the honor of first sug- 
gesting the idea to Dr. Thomas Bond, one of 
the most prominent physicians of the day in 
Philadelphia. It was, however, due to Frank- 
lin that the project was carried to a successful 
conclusion. It was he who secured the neces- 
sary money to start it, he served it first as 
clerk, later as president, of the Board of Mana- 
gers, and he was the hospital’s constant friend 
and benefactor to his dying day. 

For many years prior to the Revolution Ben- 
jamin Franklin resided in London as a colonial 
agent. During this time he acquired many 
warm friends in that city and was held in much 
esteem by the large group of Englishmen who 
sympathized with the Colonies in their attitude 
towards the Mother Country. Among Frank- 
lin’s intimates in London were two Quaker 
physicians, John Fothergill and John Coak- 
ley Lettsom. Both of these men were deeply 
interested in the affairs of the Quakers in 
America. They were men of good social posi- 
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tion and much wealth, and they both took an 
active part in aiding the development of medi- 
cal science in America. 

We all know what a very large number of 
young colonists, after beginning their medical 
studies at home, went abroad to complete them 
and acquire a medical degree. Scattered 
throughout the Colonies there were many phy- 
sicians who had received their medical educa- 
tion before coming to America, such as Cad- 
wallader Colden and Samuel Bard, of New 
York; William Hunter, of Rhode Island; 
Lionel Chalmers, Alexander Garden and Alex- 
ander Baron, of South Carolina; James Craik 
and Hugh Mercer, of Virginia, and John 
Kearsley and Abraham Chovet, of Philadel- 
phia, These men realized the deficiencies of 
such training as they could give their students 
and urged them whenever possible to go abroad 
for further study and to obtain a degree. It 
is quite amazing how many young men availed 
themselves of the opportunity for foreign 
study. Although, a few, such as John Red- 
man, of Philadelphia, went to Leyden, the 
great majority went first to London to study 
anatomy and midwifery under the Hunters, 
and see the surgical practice of the London 
hospitals, and then to Edinburgh to obtain the 
degree of M. D. Some idea of the number of 
American medical students at the University 
of Edinburgh in the eighteenth century may 
be drawn from some statistics recently gath- 
ered by Dr. J. Gordon Wilson,' of Chicago, 
which show that prior to 1765 there were fif- 
teen graduates in medicine from the Univer- 
sity of Edinburgh practicing in the Colonies, 
and that, “From 1765 to 1783, despite the in- 
terruption of the American War of Independ- 
ence, 1775 to 1783, there are 113 names of 
Americans who received the University degree 
of M. D.” 

Benjamin Franklin was one of the most 
widely known men in the British Colonies, and 
while he was living in London every young 
American who went abroad carried letters of 
introduction to him. In London Franklin 
lodged most of the time with a Mrs. Steven- 
son, whose daughter, Polly, married William 
Hewson, the brilliant young anatomist, who 
before his untimely death at the age of thirty- 
five had made some remarkable researches in 
the anatomy of the lymphatic system and the 
coagulation of the blood. Hewson was Wil- 
liam Hunter’s assistant in his school, and we 





1. Proc. of the Institute of Med. of Chicago, 7, 129-138, 1929. 
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may be sure he interested himself in the young 
American students who were protegées of his 
mother-in-law’s distinguished lodger.  Frank- 
lin also introduced his young countrymen to 
his friends Fothergill and Lettsom, and they 
in turn put them in the way of making the 
best of their opportunities for study in Lon- 
don, and when they departed for Edinburgh 
gave them helpful advice, and letters of intro- 
duction to the teachers in that city. 


Perhaps you may wonder what all this has 
to do with the founding of the first meclical 
library in this country, and now I will try 
and show you. In 1762, eleven years after the 
Pennsylvania Hospital was founded, it received 
the gift of a book from Dr. John Fothergill. 
The Minutes of the Board of Managers of its 
meeting held July 27, 1762, contain the follow- 
ing: “William Logan, lately returned from 
London, attended the Board with a Book en- 
titled ‘An Experimental History of the Ma- 
teria Medica by William Lewis, F. R. 8’ 
lately published in London, being a present to 
this hospital by Dr. John Fothergill, for the 
Benefit of the Young Students in Physic who 
may attend under the Direction of the Physi- 
cians, which is kindly acepted by the Managers 
as an additional Mark of the Doctor’s benevo- 
lent Regard to this Institution, and William 
Logan is requested to acquaint him with our 
grateful Acceptance thereof.” 


It should be noticed that the donor distinctly 
stated that the book was for the benefit of the 
“Young Students of Physic who may attend 
under the Direction of the Physicians.” 


At that time the staff of the Hospital wes 
composed of four physicians, Thomas Bond, 
Thomas Cadwalader, Phineas Bond and Cad- 
walader Evans, all of whom had studied abroad 
and were not only well trained physicians but 
accomplished gentlemen. The two Bonds were 
brothers, natives of Maryland, who passed 
most of their lives in Philadelphia. Thomas 
Bond instituted the first course of clinical lee- 
tures given in this country in 1766 at the 
Pennsylvania Hospital. Thomas Cadwalader 
had studied under the great Cheselden, the 
leading surgeon of his day in London, the 
friend and physician of the poet Pope, and 
on his return to this country in 1731 had 
given the earliest demonstrations in anatomy 
to be given in Philadelphia. The staff had 
been granted the privilege of using the wards 
of the Hospital for teaching purposes, and 
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they not only brought to it their own stud- 
ents, but also taught students who paid fees 
to the Hospital for the privilege of seeing the 
practice in its wards. 

Dr. Fothergill’s present of the book soon 
bore fruit. The physicians to the Pennsyl- 
vania Hospital realized the necessity of books 
to their students and they resolved to meet it 
by the following generous proposal which they 
presented to the Managers of the Hospital on 
May 31, 1763, “As the Custom of most of the 
Hospitals in Great Britain has given such 
gratuities from those students who attend the 
Wards of the Hospital to the Physicians and 
Surgeons attending them, we think it properly 
belongs to us to appropriate the Money arising 
from thence. And we propose to apply it to 
the founding of a Medical Library in the Hos- 
pital which we judge will tend greatly to the 
Advantage of the Pupils and the honor of the 
Institution.” 

The Managers of the Hospital promptly 
agreed to this proposal of the Staff, and under- 
took to furnish proper accommodation and 
care for the books. For a number of years 
they were placed on shelves in the board-room 
in which the Managers held their meetings, 
but by 1807 the books had so increased in num- 
ber that a long room in the center building 
was dedicated for the purposes of the Library. 
Here the books remained until 1824 when their 
room was taken from them and perverted into 
a lying-in ward. The books were placed in 
several other smaller rooms. You all remem- 
ber that when young Oliver Wendell Holmes 
fought his battle to prove that puerperal fever 
was a contagious disease one of his bitterest 
opponents was Dr. Hugh L. Hodge. Well, in 
1835, when Hodge was physician to the lying-in 
ward of the Hospital, an outbreak of puerperal 
fever occurred in the Ward which necessitated 
moving the patients elsewhere. As a result the 
room was again furnished to house the Library, 
and the books have remained in it to the pres- 
ent day. 

There are few visitors to the Library who 
are not impressed with the air of antiquity 
and scholastic tranquillity which pervades this 
beautiful old room. It is of noble proportions, 
occupying the entire Pine Street front of the 
center building of the Hospital. From the 
floor to the ceiling it is lined with quaint old 
bookshelves having glass doors with large 


g 
panels. A gallery or balcony runs around it 
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about ten or eleven feet from the floor, giving 


access to the upper shelves. The south wall 
contains large windows looking out on an 
expanse of green lawn and flooding the room 
with light. Recently the Library has been 
used to house a collection of documents and 
objects of interest relating to the history of 
the Hospital. Among these may be mentioned 
the first minute book, a large part of which 
is in the handwriting of Benjamin Franklin, 
an early record book containing the records 
of cases operated on by Physick and other of 
the early surgeons, in many instances accom- 
panied by drawings, and histories of patients 
of Rush and other physicians. In this Library 
are also placed the so-called Fothergill pictures 
and casts. These comprise eighteen colored 
anatomical plates executed by Van Rumsdyk, 
the best anatomical artist of his day in London, 
whom William Hunter employed to make the 
illustrations for his great work on the “Gravid 
Uterus,” the only medical book which was 
printed by the famous Baskerville Press, and 
a series of large casts illustrating various ob- 
stetric conditions. which the generous Fother- 
gill sent over to the Hospital by Dr. William 
Shippen, Jr., in 1762, with a letter stating that 
he hoped they would be useful in teaching 
anatomy and midwifery—another instance of 
Dr. Fothergill’s interest in medical education 
in-the Colonies. 

As J have stated, from the outset the Library 
grew rapidly, largely by purchases made from 
the “Medical Fund,” as the money derived 
from students’ fees was known, but also by 
gifts and legacies of books. In 1774 the Man- 
agers entered into correspondence with Wil- 
liam Strahan, the London bookseller and 
friend of Dr. Samuel Johnson, sending him a 
list of books they wished to purchase for the 
Library, and stating that, “When any new 
Books or Essays on any branch of Medicine 
appear we shall be glad to have copies of such 
of them sent as are of small cost and an acc’t 
of such as are more costly that if we judge 
them necessary we may send for them.” Mr. 
Strahan not only consented to act as the Man- 
agers’ agent, but he sent the Library a dona- 
tion of books worth one hundred pounds. 
Later, in 1790, the Managers asked Dr. John 
Coakley Lettsom, the Quaker physician of 
London, to act as their agent in the selection 
and purchase of books for the Library, a task 
which he cheerfully undertook, and in subse- 
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quent years the Library benefited greatly not 
only by his judicious selection of books but by 
many which he donated to it. 

The first printed catalogue of the Library 
was published in 1790, at which time it con- 
tained 528 volumes. A little over one hundred 
years later, in 1893, the last printed catalogue 
showed that there were 14,812 volumes on its 
shelves. 

In the early years the books were placed 
in the care of the Hospital’s apothecary, who 
resided in the institution. Later when the 
Hospital took resident apprentices, who per- 
formed the duties of the apothecary, the Li- 
brary was assigned to their custody. Although 
the Managers passed very strict regulations 
on the lending of books. many were lost be- 
cause of the carelessness of some of these young 
men, and it was not until a man with genuine 
zeal for the task took charge that this evil was 
put to a stop. For fifty-nine years the Li- 
brary was presided over by this most remark- 
able man, William Gunn Malin, who arrived 
in Philadelphia as an emigrant from England 
in 1823. For a year he earned his livelihood 
by driving a brewer’s wagon, but at the ex- 
piration of that time he secured a position as 
clerk in the Hospital. He was practically en- 
tirely self-educated, as he had only attended 
a village school in England, and that not for 
long. After serving as clerk for a year Mr. 
Malin was given charge of the Library in addi- 
tion to his other duties. A few years later he 
compiled a new catalogue of the Library, 
which was published by the Managers (in 
1829), preceded by a brief account of the Li- 
brary written by him. In 1849, Mr. Malin was 
made Steward, or what we now call Superin- 
tendent of the Hospital, and he remained in 
that capacity until 1883, when he was retired 
by the Managers with a pension and the privi- 
lege of living in a suite of rooms in the Hos- 
pital for life. Accordingly he continued to 
live in the Hospital and haunt his beloved 
Library until his death four years later, 
August 2, 1887. Mr. Malin was a born bibli- 
ophile. He acquired a reading knowledge of 
Latin, French, Italian, German. Dutch and 
Danish and became one of the best equipped 
medical bibliographers of his time in this coun- 
try, and he turned his learning to good ac- 
count in the service of the Library of the Penn. 
sylvania Hospital. He appreciated, as few did 
at that time, the great value of the many rare 


















volumes which had been bequeathed to the 
Library, or bought for it in the eighteenth 
century, and he also had the judgment to pur- 
chase rare old books for the Library when 
such books could be bought much cheaper and 
were more easily procured than they have been 
since. He wrote a beautiful old-fashioned 
hand and many of the books in the Library 
contain notes of bibliographic value which he 
wrote in them. 

Thanks to the loving care of so real a bibli- 
ophile from the time Mr. Malin assumed 
charge in 1824 until his death fifty-nine years 
later, the books were so well kept and ar- 
ranged that we can study the contents of 
the Library from its inception to the present 
day. As I have mentioned, the first book 
given to the Library was “An Experimental 
History of the Materia Medica,” and a study 
of the books which were acquired for the Li- 
brary in its early years show what immense 
importance was attached by the physicians of 
those days to the study of the plants and 
other substances used in the preparation of 
drugs. We might recall that at that time there 
were no druggists in the colonies to put up a 
doctor’s prescriptions; he had to compound 
them himself, and as a rule they were very 
complicated and contained many ingredients. 
Until well along in the nineteenth century the 
chair of materia medica and botany was one 
of the most important in the medical curric- 
wum. When in 1765, Dr. John Morgan, the 
founder of the first medical school in Amer- 
ica and one of the physicians to the Pennsyl- 
vania Hospital returned from his _ studies 
abroad, he brought with him a young man 
named David Layton who was a qualified 
apothecary of London, and he startled the pro- 
fession in Philadelphia by the announcement 
that he would not put up his prescriptions him- 
self, nor practice venesection or cupping, but 
intended to turn over all such work to Layton. 
The innovation did not meet with the approval 
of his colleagues and it was many years be- 
fore the physicians of Philadelphia gave up 
the custom of preparing the remedies they pre- 
scribed. Accordingly we find that the Li- 
brary contains many old pharmacopeias, espe- 
cially those of London and Paris, books on 
medical botany and herbals. Among the lat- 
ter we might mention those of Gerard and 
Parkinson, and the yet older works of Lobel 
and Dodoneus. It is well known that many 
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physicians of the old days were also students 
of natural history. John Hunter and his pupil 
Edward Jenner are notable examples. The 
number of volumes on natural history in the 
Library of the Pennsylvania Hospital show 
that a love for this kind of science prevailed 
among our Colonial predecessors likewise. 
Among the most valuable of the Library’s 
books of this character we find the works of 
the early microscopists, Malpighi, Leeuwen- 
hoek and Swammerdam, and those of the 
later naturalists, Ray’s “British Fishes,” Be- 
wick’s “Quadrupeds,” Reamur’s delightful vol- 
umes on “Insects,” and the works of Cuvier 
and Buffon. 

Of course, the Library contains a number of 
editions of the works of Hippocrates, Galen 
and Avicenna. Until the end of the eight- 
eenth century physicians quoted these author- 
ities and consulted their writings when in 
difficulty. Down to the French Revolution the 
candidate for a medical degree in Paris had 
to sustain an examination on the Aphorisms 
of Hippocrates, and Dr. John Brown, the 
author of “Rab and His Friends,” thought that 
the study of Hippocrates should be insisted 
upon in the medical schools. Fortunately the 
value of the work of Vesalius and the great 
Italian anatomists was appreciated, for the 
Library contains most of their works. Un- 
fortunately it has not a first edition of 
Vesalius’ “Fabrica,” but it has the second, pub- 
lished in 1556, and the superb edition edited 
by Boerhaave in 1725. Though it has not a 
first edition of Harvey’s “De Motu Cordis,” 
it has a number of the early subsequent ones, 
and the labors of most of the anatomists of 
the seventeenth century, Bartholin, Pecquet, 
and Aselli, are represented by first or early 
editions of their works. 

ut of more interest than a consideration of 
these older works is a study of what they pur- 
chased in the way of contemporary medical 
literature. As I have said before, the majority 
of those who went abroad for medical study in 
the eighteenth century went to London and 
Edinburgh; hence, as we would expect, the 
Library is rich in the works of the English 
and Scotch teachers of that day. The shelves 
are full of the books of the Hunters, the 
Monros, William Cullen, Robert Whytt and 
the other men whose teachings were brought 
to America by so many young Colonists. From 
1800 to the eighteen-forties the tide had turned 
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to France, and we find that most of the books 
purchased during that period were the works 
of the great French school. The shelves are 
laden with the books of Broussais, Bichat, 
Laénnec, Corvisart. Larrey, Desault, Ricord, 
Velpeau, and especially with those of the 
Americans’ favorite teacher, their beloved 
Louis. Many of these books have acquired 
great value, and are now regarded as rarities. 

Through their American pupils these great 
French teachers absolutely dominated medical 
practice and teaching in the United States un- 
til Johannes Muller, Virchow and other Ger- 
mans developed the science of microscopic 
pathology and later bacteriology, and turned 
the flow of students to their country. It is 
certainly curious to reflect that none of the 
great French or English teachers utilized the 
microscope in their work. Indeed, the neglect 
of the microscope in the investigation of the 
tissues of the human body in health and dis- 
ase for more than two hundred years after 
the discovery of that wonderful aid is one of 
the most remarkable phenonema in medical 
history. With the exception of Malpighi, 
Leeuwenhoek, Swammerdam and a few others 
who were interested in the observation of nat- 
ural phenonemena more than in the medical 
aspects of microscopy, the value of the micro- 
scope in medicine remained unrecognized from 
its discovery about 1600 until Johannes Muller 
used it to develop a new science towards the 
middle of the nineteenth century. 

3efore 1800 there were practically no med- 
ical journals. Articles on medical subjects 
were published in the Philosophical Transac- 
tions of the Royal Society of London and in 
lay periodicals, such as The Gentleman's Mag- 
azine, and these were duly received by the Li- 
brary. The earliest American periodical was 
the Wedical Repository, which was published 
from 1797 to 1824. This was soon followed 
by the Philadelphia Medical Museum, 1804 to 
1811, and soon a host of more or less short- 
lived medical journals sprang into existence. 
The most important of these early journals 
was the Philadelphia Journal of the Medical 
Sciences, founded by Matthew Carey, with 
Nathaniel Chapman as editor, in 1820. In 
1825 the name was changed to the American 
Journal of the Medical Sciences, and as such 
it continues to flourish. The Library contains 
complete files of practically everyone of these 
early American medical publications and they 
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are of the greatest importance to the historian 
of American medicine. 


The Library also has complete files of the 
great British and German periodicals, such as 
the Lancet and British Medical Journal, and 
Virchow’s Archives. 

Since the publication of its last printed 
‘atalogue the Library of the Pennsylvania 
Hospital has ceased the attempt to keep up 
with the times. The growth of the magnificent 
library of the College of Physicians of Phila- 
delphia, and of several other medical libraries 
in that city have rendered it more or less 
superfluous, and though the Managers had the 
books card-indexed a few years ago, there have 
been few additions to their numbers in recent 
years, with the exception of the periodicals 
which are taken largely for the bene‘it of the 
resident staff, yet it remains of the greatest 
value as a source of information on the de- 
velopment of medical science in this country. 


Think of the thousands of years through 
which the human race had existed before James 
Watt. developed the use of the power of steam. 
Within a few generations men traveled on 
boats propelled by its agency, and shortly after 
the locomotive revolutionized transportation 
by land. Franklin and his contemporaries 
little realized the practical value of the elec- 
tricity with which they experimented. Within 
a half century the electric telegraph annihi- 
lated space, and a little later came the tele- 
phone, and now we have the wireless and the 
radio. 


We can learn from the contents of our old 
Library that the same sort of acceleration oc- 
curs in the medical as in the physical sciences 
when once the first step has been taken. The 
eighteenth century practitioner had little more 
equipment for his work than Hippocrates who 
lived twenty-three hundred years before him. 
He had his five senses and his experience, and 
he could gather from books the experience of 
others. With no stethoscope, clinical ther- 
mometer, ophthalmoscope or laryngoscope, and 
not using the microscope, with no blood nor 
urine examinations, he went about his daily 
work. But just as we now think the cave man 
was far from being a stupid being because he 
must have had considerable intelligence and 
acuteness to enable him to live under the diffi- 
culties he encountered without any of the aids 
developed by a higher degree of civilization, 
so our predecessors must have had to use their 
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senses and mental powers more than we do 
with all our wonderful scientific aids and ap. 
pliances. They accomplished more than I fear 
most of us could do under similar circum. 
stances. Their zeal to get the best possible 
professional training and to give every ad- 
vantage to their students is testified by the 
members who went abroad to study and came 
back to leave, as an important monument of 
their professional ideals, the Library of the 
Pennsylvania Hospital. 





CONSIDERATION OF SOME OF THE 
NEWER METHODS IN THE TREAT- 
MENT OF ENCEPHALITIS.* 


BEVERLEY R. TUCKER, M. D., Richmond, Va. 

On May 17, 1919, I reported in the Journal 
of the American Medical Association, eleven 
cases of epidemic encephalitis lethargica with 
two autopsies and I have ever since had a sus- 
tained interest in this disease. 

In general, epidemic encephalitis would ap- 
pear in many cases to be due to a virus and 
it has been known to follew not only influenza, 
but such known virus conditions as vaccinations 
and herpes. We had one striking case that 
occurred with herpes zoster. In regard to in- 
fluenza as the causative facter it is more than 
conceivable that some cases have influenza of 
the brain with little, if any. upper respiratory 
tract infection. As an illustration, one may 
have intestinal influenza in very much the 
same manner. It is also easily conceivable 
that, in cases in which the history of influenza 
is many months previous, the virus has been 
inactive and dormant or slow of progress for 
a greater or less period. 

The inflammatory process of encephalitis, 
whether of the epidemic form or not, may in- 
vade any part of the brain—the prefrontal 
lobe as shown by mental and conduct changes; 
the mortor cortex, the parietal lobe, as shown 
by sensory changes and astereognosis; the oc- 
cipital lobe marked by visual changes; the 
temporal lobe giving changes in speech and 
word associations; the basal ganglia and brain 
stem and, in some cases, the cerebellum. 

There are slight differences etiologically, 
pathologically and clinically !n several closely 
similar conditions affectins the basal ganglia 
which may or may not be residual from en- 
cephalitis. Not here, considering cerebral ar- 


*Read at the sixty-third annual meeting of the Medical Society 
of Virginia in Richmond, November 1-3, 1932. 
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teriosclerosis, central nervous system syphilis, 
manganese poison, cerebral poliomyelitis and 
bulbar palsy, all of which may affect the basal 
ganglia, we have briefly to differentiate paraly- 
sis agitans and Wilson’s disease from the Park- 
insonian syndrome of encephalitis. 

Paralysis agitans appears to be a chronic de- 
generation of toxic or virus origin affecting 
the lenticular nucleus, especially the globus 
pallidus, which manifests itself after mid-life 
and is characterized by a masked expression, 
forward posture and flexor pill-rolling tremors 
of the hands. 

Wilson’s disease is of unknown origin; it 
occurs in the young, may be congenital, fre- 
quently has not the pill-rolling tremor and is 
accompanied by cirrhosis of the liver. The 
putamen of the lenticular nucleus is especially 
affected. 

The Parkinsonian syndrome of encephalitis 
follows acute lethargic encephalitis, which in 
turn most frequently follows influenza and is 
characterized, particularly, by degeneration of 
the corpus striatum and substantia niger and, 
clinically, by manifestations closely resembling 
Parkinson’s disease or paralysis agitans, ex- 
cept the tremor is rarely of the typical pill- 
rolling type and the disease may appear at any 
age. 

Beside the just mentioned types a similar 
syndrome may be produced experimentally. 
Stanley Cobb has injected the basal ganglia of 
monkeys with magnesium sulphate causing de- 
generation and produced either unilateral or 
bilateral Parkinsonian syndrome at will. 

There seems to be some need for at least a 
rough classification of the different forms of 
encephalitis, the cerebritis of older writers. It 
would appear that in such a classification 
should be included the following: 

1. Cerebral arteriosclerotic, with edema and 
anemia of the brain. 

2. Hemorrhagic, without known bacterial 
origin. 

3. Post traumatic, with minute hemor- 
rhages, edema and consequent anemia of the 
brain. 

4. Syphilitic, with interstitial infiltration. 

5. Toxic (a) Chemical—as that from alco- 
hol, lead, manganese. (b) Endogenous—as 
that arising from acute febrile diseases, kidney 
disease, carcinoma or mass degeneration or 
toxic exudation in the body. 

6. Infectious (a) Acute—with invasion of 
bacteria or virus, as epidemic; or from vac- 
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cine or from acute conditions as scarlet fever, 
whooping cough, typhoid fever, ete.; but es- 
pecially in the epidemic form from influenza. 
(b) Chronic—as that following acute condi- 
tions as sequelae or aftermaths and charac- 
terized by slow degeneration, especially the 
Parkinsonian type. 

7. Purulent (a) Contagious—-as from ex- 
tension of infected sinuses or mastoids. (b) 
Transported—as when infection is carried to 
the brain by the blood stream, the pus causing 
a local abscess, or laking, or meningo-encepha- 
litis. 

In this paper we cannot go over the whole 
field of treatment of all forms of encephalitis, 
but we shall chiefly confine ourselves to some 
of the newer features of treatment which may 
be applied, at the discretion of the physician, 
to the various types of encephalitis. 

During 1917, R. D. Moffett, of England, 
suggested intraspinal autoserum treatment in 
chorea. Febdel in Germany, in 1920, treated 
lethargic encephalitis by intraspinal injection 
of autogenous serum and reported improve- 
ment from the treatment. Brill, of Portland, 


Ore., in 1920, reported five cases treated 
with autogenous serum intraspinally with 
marked improvement in four cases. The 


writer began, independently, in 1919, to treat 
certain cases of encephalitis by the intraspinal 
injection of autogenous serum and in 1924 re- 
ported nineteen cases so treated. 

MetHop or Prerartnc AvrocrNous SERUM 
For IntrRAsprNnAL Use.—Thirty or forty c.c. of 
blood is withdrawn and placed in either two 
or four sterile centrifuge tubes. This is al- 
lowed to clot and then centrifuged until clear 
serum is obtained. The serum is then pipetted 
into another sterile centrifuge tube and recen- 
trifuged at a high rate of speed to get rid of 
the remaining red cells. This serum is then 
placed in a sterile test tube and inactivated in 
a water bath at 56° C. for forty-five minutes 
to one hour. From 6 to 12 c.c. is injected 
intraspinally. 

Dr. Howard Masters suggested that it is 
well to use a sensitizing dose of 1 c.c. intra- 
dermally before giving the intraspinal injec- 
tion. If the reaction gives a red spot over 
the size of a twenty-five cent piece, it is well 
not to give the treatment for fear of anaphy- 
laxis. When this is done the blood should 
be taken twice in order that the blood for the 
serum will be fresh. 

About a year ago Dr. Edwin G. Zabriskie, 
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suggested as a treatment for certain selected 
cases of encephalitis, the intravenous adminis- 
tration of 250 ¢.c. of 25 per cent glucose solu- 
tion, followed in four hours by lumbar punc- 
ture drainage. This treatment is to be re- 
peated about every five days for as many treat- 
ments as is deemed necessary, running as a 
rule from two or three to as many as eight 
treatments. We have used this method from 
time to time with remarkably good results in 
selected cases. The glucose is supposed, to a 
certain extent, to shrink the brain, and the 
lumbar puncture to drain off an excess of fluid 
together with an indeterminable amount of 
toxic substances, The treatment does not seem 
to be applicable in the residual Parkinsonian 
type of encephalitis nor in acute purulent en- 
cephalitis or meningo-encephalitis. We have 
used it in cases which were deemed to be the 
toxic form of encephalitis that showed in the 
cerebrospinal fluid a slight colloidal gold 
change and a slight globulin increase with in- 
crease in pressure and occasionally a slight in- 
crease in the cell count, and also in one case 
of post-typhoidal toxic encephalitis, in several 
cases of post-traumatic encephalitis, and in 
alcoholic encephalitis, with very considerable 
success, especially in regard to clearing up 
residual mental symptoms. We have not thus 
far seen any bad effects of the treatment. 

In reviewing the treatment of the chronic 
forms of encephalitis, many drugs and pro- 
cedures have been used. Reports on all drugs, 
save the atropine-hyoscine group and _ stra- 
monium, have been on the whole disappointing. 
Stern advocates intramuscular or intraspinal 
injections of convalescent serum. Intravenous 
injections of iodine or mercurochrome have 
been used. Various fever producing agencies 
including typhoid vaccine and malaria have 
been tried. Many foreign proteins have been 
used. Salvarsan has had advocates, The re- 
sults in all these procedures have been dis- 
couraging. Intravenous glucose has _ been 
recommended, also enemas of magnesium sul- 
phate and starch enemas of 100 to 200 grains 
of sodium salicylate. These methods may be 
of some value in acute cases. Lumbar punc- 
tures in all acute cases have a distinct value. 
Endocrine therapy is of no value. 

In the treatment of the Parkinsonian form 
we have found stramonium, hyoscine and 
atropine of value with probably the best re- 
sults being obtained by a combination of stra- 
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of New York, in a case he saw in consultation, 









monium and atropine to tolerance. In some 
cases, especially those in which there is evidence 
of cerebral arteriosclerosis, the intravenous in- 
jection of sodium iodide is of value, or the 
oral administration of lipiodine tablets. It 
must not be forgotten that skilled massage, 
stretching, hydrotherapy and bandaging with 
a rubber bandage wound tightly for a few 
moments and then released, thus depleting and 
flushing the extremity of blood, may help the 
tremors and allay the aching which is fre- 
quently a symptom. 

In the treatment of encephalitis there are 
no blanket rules and no panaceas. The treat- 
ment must be approached with the form of 
encephalitis clearly in mind and preceded by 
laboratory investigations. For instance, one 
should not expect the good result in treating 
acute purulent or syphilitic encephalitis with 
the autogenous intraspinal serum, or with the 
glucose-lumbar puncture treatment, as one 
would expect in treating acute epidemic en- 
cephalitis by these measures, and the Parkin- 
sonian syndrome of encephalitis requires en- 
tirely different treatment from acute or sub- 
acute encephalitis, The newer approach, there- 
fore, to the treatment of encephalitis is as im- 
portant as the newer methods of therapy. 
212 West Franklin Street. 


DISCUSSION 

Dr. FRANK H. ReEpwoop, Norfolk; I am very much 
interested in this disease, and yet when I see a case 
I have a more or less hopeless feeling, because so 
many conditions may follow the acute disease, and 
the tremors and the muscular rigidities of the 
chronic cases cannot be cured, although they may 
be helped with proper treatment. 

I have listened to Dr. Tucker’s discussion with a 
great deal of interest, an interest brought about by 
my having to deal frequently with this type of case. 

Although it has never been definitely proven, acute 
epidemic encephalitis is, in all probability, due to a 
filtrable virus. We do know, however, that encepha- 
litis follows other conditions; for instance, small- 
pox vaccinations, of which I have seen one case. 
This case clinically and serologically was no differ- 
ent from the typical cases of encephalitis that oc- 
curred in epidemic form in 1919 and 1920. 

I feel sure that the virus of encephalitis may re- 
main dormant in the brain for some months before 
causing the picture of chronic encephalitis. In this 
way I also feel sure that certain cases are capable 
of re-infecting themselves and present the symptoms 
of a subacute affair. Undoubtedly, some of the mild 
cases are undiagnosed at the time and are the cause 
of conduct disorders and personality changes later 
on in life. 

I have under my care at the present time, a man, 
one time a member of the legislature, who in 1927 
had a severe attack of influenza. About eight months 
later he developed marked personality changes and 
disorders of conduct which are still present. He 
does not correspond to any definite mental diagnosis 
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and I feel that he has brain changes which are ac- 
counted for on the basis of an encephalitis, probably 
in the frontal lobes. 

I think Dr. Tucker’s classification is a good one. 
We so frequently see disorders that fit into one or 
other of the classes which he has given us. The 
treatment can well be based on his classification. 

I have treated a number of cases with autogenous 
serum, but cannot say that I was very much en- 
couraged. If the serum is used, however, a sensitiz- 
ing dose should be given. I feel that the use of 
mercurochrome intravenously does no good in this 
or any other disease. I think the most valuable 
contribution in treatment is the intravenous use of 
glucose, followed by spinal puncture, as Dr. Tucker 
has suggested. Spinal drainage is always in order. 
On a recent visit to New York I was told that at 
the Neurological Institute they are treating cases of 
encephalitis, as well as all acute infections of the 
nervous system, by forced spinal drainage, and it 
would seem that this method gives us better results 
than any other mode of treatment. For the tremors 
and muscular rigidities of the Parkinsonian syn- 
dromes, I have obtained better results with stra- 
monium than with hyoscine. My patients complain 
very much of dryness of the mucous membranes after 
taking hyoscine for any length of time. A very 
valuable adjunct in the treatment of these chronic 
cases is some form of massage and hydrotherapy. 

Dr. DAvip C. Witson, University; There is just 
one point that I should like to emphasize here. That 
is, that in generalized infections we really have an 
encephalitis. Take the deliriums that follow typhoid 
fever, and in other infectious diseases, such as pneu- 
monias and things of that kind; there is often an 
encephalitis present. The brain changes may not be 
due to infection as there may be only an edema. In 
the post-traumatic cases, because of the multiple 
hemorrhages, again an encephalitis ensues, and along 
with the encephalitis there is a great deal of edema. 
That is, I believe, the background for the results 
obtained by the hypertonic glucose and by the spinal 
drainage. The point I wish to make is, in a case of 
typhoid fever or pneumonia or any other kind of 
case with marked mental symptoms, as delirium, con- 
fusion, ete., don’t forget these are due to real brain 
pathclogy, and that you can do a great deal with 
hypertonic solutions and by spinal drainage. 





TUMORS OF THE RIBS.* 
CHARLES CARROLL SMITH, Jr., M. D., Norfolk, Va. 

Tumors of the bony thoracic wall which in- 
clude tumors of the ribs and sternum are com- 
paratively rare. A number of authors have 
collected the cases reported and as far as I 
am able to determine the total number is in 
the neighborhood of 238. In Hedblom’s col- 
lected series of 213 cases, 167 (78.7 per cent) 
were tumors of the ribs and forty-six (21.3 
per cent) were tumors of the sternum. It is 
often quite difficult to differentiate the two 
since some that apparently arise from the ribs 
involve the sternum and others that originate 
in the sternum soon invade the ribs. Of the 
238 cases collected by Heuer and Andrus some 





~ *Read at sixty-third annual meeting of the Medical Society of 
Virginia, in Richmond, November 1-3, 1932. 
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were not true tumors but inflammatory condi- 


tions giving rise to tumor-like masses. In the 
same series 177 cases were primary, four prob- 
ably primary but not definitely stated, eleven 
secondary to breast tumors, and thirteen secon- 
dary to other primary lesions. Hedblom re- 
ports a case in which the most careful examina- 
tion failed to reveal the primary lesion which 
was found at autopsy to have had its incep- 
tion in a supra-renal gland. These figures 
which seem to show that tumors of the ribs 
are not a common pathological finding 
prompted me to review the subject and report 
my case. 

‘Exclusive of the sternal tumors, the right 
side of the chest was involved in 62 per cent 
of the cases, the left side in 38 per cent of the 
cases in which data are available. Tumors of 
the thoracic wall are more common in males 
(65 per cent) than in females (35 per cent). 
These two observations might lead one to think 
that trauma played an appreciable part in the 
etiology but this conclusion is probably sub- 





Fig. 1.—X-ray film of antero-posterior view, showing well cir- 
cumscribed lesion. Lung field apparently clear. 

ject to the same limitations as a factor, at- 
tributable to trauma, in relation to other 
malignancies. Strange to say syphilis is of 
etiological significance only in rare instances. 
— rib was involved de 22 per cent of the 
‘ases, more than one rib in 77 per cent of cases, 
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The third to the tenth ribs inclusive were most 
often involved, the seventh showing the high- 
est number of instances of involvement. 
Pathologically the sarcoma is by all odds 
the most common tumor; it is estimated that 
60 to 65 per cent of all such tumors are sar- 
comata and from 15 to 18 per cent chondro- 
mata. The benign tumors other than chondro- 


mata are quite rare. Carcinomata next in fre-. 


quency to the chondromata are most often 
secondary to breast cases but may be metastatic 
from distant malignant conditions. 

These tumors often present few symptoms, 
pain and swelling being the outstanding ones. 
Pain is variable, it may be: moderate or in- 
tense and is often confused with an intercostal 
neuralgia. Tumor or swelling is invariably 
present at some stage of the disease though it 
may be difficult to detect when it arises from 
the inner surface of a rib or under the heavy 
muscles of the back, the pectorals, or the fe- 
male breast. There may be loss of weight: 
dyspnoea, cough and pleural effusion are rare 
symptoms. 

Diagnosis is usually based on the presence 
of the tumor and X-ray findings. In advanced 
“ases the diagnosis of tumor can be made with- 
out difficulty; in early cases a definite diagnosis 
is almost impossible in some instances. Con- 
ditions such as chronic inflammation, gumma, 
aneurism, dermoid cyst, and exostoses may 
simulate true tumors to such a degree that 
differentiation is made only at operation or 
biopsy. It is exceedingly important from an 
operative standpoint to differentiate tumors of 
the bony thorax from intra-thoracic tumors 
which present externally. 

farly radical removal of these tumors has 
been accepted as the treatment of choice. One 
should, however, exhaust all means to prove 
the tumor a primary growth and carefully ex- 
clude mestastases. The results of radical surg- 
ery have, up to present, been far from bril- 
liant; the operative mortality, however, has 
been greatly reduced; in the Mayo series it is 
stated to be 5 per cent. In the absence of 
definite contra-indications, removal seems jus- 
tifiable if only on the possibility that the 
growth is benign. 

The following case is reported: 

Patient. S. W., age 27, white, male. Past 
history: Fracture of skull in 1928, sinus opera- 
tion in 1931, tonsillectomy in 1931. Until last 


two operations had considerable sinus trouble 
with frequent head colds and considerable post- 








nasal discharge. History of soft chancre in 
1928. He has a good appetite and good dives. 
tion, thinks he has lost considerable weiyht. 
Family history essentially negative. 

For the past six months he has notice a 
gradually increasing tumor mass on the right 
chest wall. He has a pain at times over that 
area which he describes as a dull ache. He has 
no cough, no dyspnoea, and no pain on deep 
inspiration. He tires easily, and exertion, es- 
pecially of arms and shoulders, exacerbates the 
pain. 

He is a well developed and well nourished 
young white man, lying quietly in bed. Pa- 
tient shows no distress. There is a scar over 
right eye and scar in left occipital region ob- 





Fig. 2.—X-ray film of lateral view, showing depth to which tumor 
invades thoracic cavity. 

viously the result of a head injury. On left 

forehead above orbital region is a small tumor- 

like mass about size of a large butter-bean; it 

is freely movable, not tender, soft, and _ re- 

sembles a sebaceous cyst. 

Pupils react to light and accommodation, 
cornea and conjunctiva clear, extra-ocular 
movements normal. Nose slightly injected at 
nares, many dry scabs and whitish areas within 
nostrils, no nasal obstruction. Teeth fair, up- 
per teeth widely spaced, gums receded. 

The chest moves freely with expansion ; nor- 
mal pulmonary resonance except in posterior 
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chest below 8th interspace right. Increased 
dullness in area covered by tumor from 2nd in- 
tercostal space to 4th intercostal space. Di- 
minished vesicular breathing in posterior chest, 
right side below 8th rib, vocal resonance di- 
minished in same area, no rales. 

There is a firm non-tender tumor mass 
which is adherent to underlying tissues and 
probably to bony chest wall. The tumor is 
about the size of an orange and extends from 
the second intercostal space to the 4th inter- 
costal space in the mid-clavicular line. It is 
immovable. 

Abdomen negative, reflexes normal. 

Urinalysis is negative and blood counts 
within normal limits. The blood Wassermann 
is negative. 

X-ray report January 29, 1932. “The 
palpable mass on anterior chest wall extends 
into thoracic cavity to a depth of about three 
inches. It is my opinion that it has displaced 
the pleura and that it is more or less encapsu- 
lated in the pleura. Impression probably a 
sarcoma having its origin in the anterior 
osseous portion of the third rib and its car- 
tilaginous attachment.” 

Operation February 3, 1932. Ethylene- 
nitrous oxide-oxygen-carbon dioxide. Pressure 
anesthesia not available. Resection of 2nd, 
3rd, and 4th ribs, right side, mass with in- 
volved area of pleura lifted out. When pleural 
cavity was opened, lung collapsed with moder- 
ately severe symptoms, pulse became weak and 
‘apid, slight and transitory cyanosis, and 
markedly disturbed respiration. This was con- 
trolled by closing the opening with towels 
which seemed to minimize the shock and con- 
trol the situation until traction sutures could 
be placed in lung. These traction sutures were 
then used to lift lung against cut edges of the 
pleura, The pleural cavity was then aspirated 
and closure made as air tight as possible by 
covering the defect already blocked by lung 
tissue with the reflected pectoral muscle. The 
patient was returned to the ward in good con- 
dition with little respiratory embarrassment. 
Pulse range during operation 88-100-120, re- 
spiratory range, 28-36 to 40. 

X-ray study made February 8, 1932, five days 
after operation,'shows some clouding through- 
out right base. 

Medical consultant on February 9, 1932, 
makes clinical note as follows: “Patient ap- 
parently in good shape, resting very quietly, 
right chest front hyper-resonant with -some 
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under skin. Some air coming 


crepitation 
through upper portion of lung-back, tactile 
fremitus absent, dullness from apex down fad- 
ing into a flat note at angle of scapula, remain- 
ing flat to base, no breath sounds heard over 


back except at extreme apex. Impression 
front of lung collapsed with probably fluid at 
right base.” 





Fig. 3.—-Photomicrograph of field showing masses of tumor cells 
lying between trabeculae of fibrous tissue. 

The pathological report was as follows: 

SPECIMEN Consists or Tumor. The tumor 
is conical in form, measuring 85 mm. in length 
and 55 m. in diameter. The tumor is firmly 
attached to one rib, most of the growth ex- 
tends into the pleural cavity from the posterior 
surface, There is also a slight anterior growth 
to the thickness of 8 mm. The tumor appears 
to be encapsulated. It is pinkish grey in color, 
and the most of it is soft in texture. There are 
multiple very soft areas. There is a partly 
‘alcified portion on the posterior surface of 
the rib. This is 40 mm. in diameter and 15 
mm. in thickness. Portions of two other ribs 
were removed but they were not involved by 
the tumor. 

Microscopic Examination: Sections from the 
soft portions of the tumor show large masses 
of tumor cells lying between branching trabe- 
culae of fibrous tissue. The cells are small and 
polymorphous. The nuclei are deeply stained, 
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and there is little cytoplasm. The cells adhere 
to the stroma rather than cohering with each 
other. There are relatively few mitoses. A 
section from the anterior portion of the tumor 
shows the same type of cells with a fibrous tis- 
sue capsule. The latter contains deposits of 
calcium salts in the meshes. Sections from the 
calcified area, attached to the posterior surface 
of the rib, show even more calcification. Defi- 
nite trabeculae of bone have been formed. Be- 
tween them lie masses of tumor cells. 

Laboratory Diagnosis: Osteosarcoma of the 
rib. 

L. J. M., ParHo.ocist 


While patient was in hospital convalescing 
from the operation he was turned over to the 
X-ray department for therapy. On February 
20, 1932, he was discharged apparently in good 
condition. He left town shortly after this 
and our efforts to keep in touch with him were 
unsuccessful. 

In September he entered the United States 
Marine Hospital at Norfolk. He stated that 





= 


Fig. 4.—Photomicrograph showing same undifferentiated tumor 
cells as well as calcified area of new bone formation. 

as early as May he had noticed a recurrence 

of the mass in his right chest, and this gave 

some pain and discomfort. On admission he 

complained of excruciating pain in the head, 

particularly in the right temporal region. 









X-ray study at this time showed diffuse neo- 


plastic involvement of the right chest and ex- 
tensive metastatic involvement of the calva- 
rium. 

The patient died October 5, 1932, and autopsy 
was performed by A. A. Surgeon Oscar Har- 
mos, Pathologist, on October 7, 1932. Through 
the courtesy of Surgeon S. L. Christian, Medi- 
‘al Officer in charge of the U. S. Marine Hos- 
pital, Norfolk, Va., I have the privilege to 
incorporate in this report a summary of the 
findings made at this most complete and ex- 
haustive autopsy. 


“Case represents a very malignant tumor, which 
is rather difficult to classify. It is probably a round 
cell sarcoma of the bone marrow, which is called 
myeloma, The tumor was frequently formed in soft 
diffuse and rather loose masses by large cells which 
were more or less hyperchromatic, ovoid or poly- 
hedral, and of varying size. The cells usually showed 
a single large nucleus and occasional mitoses. At 
places the tumor islands were divided by connective 
tissue septa. Hemorrhagic and necrotic areas were 
frequently noted in the tumor. 

The primary location of the tumor was probably in 
the right second and third ribs. A part of these 
ribs had been removed at an operation of a tumor 
of the right chest. 

Other locations of the myeloma were as follows: 

Tumor of the right parietal bone. It is not im- 
possible that the neoplasm appeared at this place 
simultaneously with the rib tumor. 

Tumor of the cerebral dura mater probably origi- 
nated through extension from the skull tumor. Both 
of the mentioned new growths showed an apparent 
alveolar or rosette arrangement. 

Large extension tumor of the soft tissues of the 
right pectoral region. Large multiple tumor of the 
right lung and pleura originated through extension. 
Small subcutaneous nodule of similar character lo- 
cated in the left para-sternal line. 

Large subdiaphragmatic tumor due to metastasis 
or to direct extension. Small metastic tumors of 
the mesentery. 

The left kidney contained a tiny cortical papillo 
adenoma.” 


In conclusion I wish to express my sincere 
thanks to Drs. Christian, Harmos, and W. L. 
Smith of the U. S. Marine Hospital for the 
privilege of following this case during his stay 
in that institution, to Drs. L. F. Magruder, 
and C. W. Eley for their cheerful assistance 
with X-ray studies, and to Dr. L. J. Motyea, 
Pathologist at the Protestant Hospital. 
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DISCUSSION 

Dr. C. LYDON HARRELL, Norfolk; The case re- 
ported by Dr. C. C. Smith was very interesting from 
two aspects. First, its rarity, as literature reveals 
only 238 cases on record. Secondly, its degree of 
malignancy. 

Cc. A. Hedblom, Lewis and others report that sev- 
enty per cent of tumors of the sternum and ribs 
are malignant. This was an exceedingly malignant 
tumor. Pictures of the chest, taken in February, 
did not show any evidence of metastasis to the lung 
or bony structures. The pictures made in Septem- 
ber showed a very extensive metastasizing to the 
lung and bony structures. From this observation it 
is necessary to make an early diagnosis and remove 
as early as possible. I think a quotation from Dr. 
Hugh Taylor is in order, in lecturing on cancer of 
the breast, in 1928, he stated, “cut early, cut wide, 
cut deep, cut with the ebb flow of the lymphatics.” 

I do not think it is wise to tamper or procrasti- 


nate with tumors about the face or thorax. They 
should be referred to a surgeon. At the time of 
operation, in removing these tumors of the bony 


machine that 
In case you 


thorax, I think it best to use a gas 
has a high pressure apparatus attached. 
should have a sudden collapse of the lung, records 
show they usually die from shock. If the lung is 
kept inflated, many of these deaths might be avoided. 

I wish to thank Dr. Smith for his interesting re- 
port on this case 

Dr. I. A. BicGeR, Richmond; There is one point 
I would like to make before I show slides of a very 
interesting case we have had recently. From my 
experience it seems to me that these tumors are 
more common than one might judge from the num- 
ber of cases reported in the literature. We see them, 
not frequently, but certainly not very infrequently. 

About a year ago we had a case of tumor of the 
seventh rib which interested us because it was the 
earliest malignant tumor of the rib we have seen. 
It occurred in a white girl twelve years of age, who 
was first seen by Dr. Henry S. Stern, of Richmond. 
While getting out of a car she struck her side against 
the door and at the time she noticed a cracking 
sound and felt some pain. 
might have fractured a rib, so an X-ray examination 
of the chest was made and the tumor discovered. 
She was given one X-ray treatment, without notice- 
able change in the appearance of the tumor, so was 
advised to have the rib excised. 

Dr. Bigger then presented three slides, as follows: 

1 Showed only a slight dilatation of the cortex 
of the rib. No fracture could be demonstrated. 

At operation a considerable segment of rib was 
removed, with the periosteum and intercostal struc- 
tures. We found we were closer to the tumor than 
we liked, so we went back and removed an addi- 
tional inch of rib and periosteum. Ths slide showed 
the tumor occupying the marrow cavity and causing 
slight dilatation of the cortex of the rib. 

3. The microscopic section showed osteogenic myxo- 
fibrosarcoma. 

It is too early to know the outcome in this case, 
but so far there is no evidence of recurrence. 
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SUBACUTE BACTERIAL ENDOCARDITIS 
FOLLOWING EXTRACTION OF TEETH 
WITH REPORT OF TWO eee 

DOUGLAS VANDERHOOF, M. 


DEWEY DAVIS, M. D., 
Richmond, Va. 


During the past few years we have been 
impressed by the number of serious complica- 
tions which have followed relatively simple 
operative procedures in the oral cavity, the 
throat and the upper respiratory tract. A 
short time ago a physician brought his aunt 
to the office for an opinion on her heart and 
lungs prior to a scheduled tonsillectomy the 
following day. She was a very small woman, 
in her late fifties, who had no particular com- 
plaints except she weighed only 82 pounds, 
she lacked energy, and on several occasions 
small amounts of pus had been expressed from 
her tonsils. The opinion was expressed that 
she was a good risk for tonsillectomy, but her 
nephew was told that we could see no reason 
for the operation except that her family and 
her otolaryngologist thought they should be 
removed. She had the tonsi!s removed under 
local anesthesia and three days later developed 
a severe lung infection from which she died 
in about ten days. This recent case has 
brought to mind a considerable number of 
other instances of such complications. 

All of you can probably recall cases of cellu- 
litis and other local infections subsequent to 


dental operations. The following two cases 
are instances of fatal illness which has fol- 


lowed the extraction of infected teeth. 

Case 1—Mr. P., age 56, was admitted to the 
Johnston-Willis Hospital August 14, 1931. 

He complained of fever. 

His family history was negative. He was 
found to have an apical systolic murmur in 
1918, and for years had been dyspneic on exer- 
tion. Otherwise his past history was negative. 
He had had no operations. 

On June 30, 1931, he had two badly abscessed 
teeth extracted without unusual difficulty. 
Four days later he consulted his local phy- 
sician because he felt badly all over. During 
the next few days he was found to have slight 
fever which increased in degree until by the 
middle of July it went to 102° in the after- 
noons. With this he had no special symptoms 
except lassitude. The remaining teeth were in 
bad condition and these were removed. ‘Three 


*Read before the sixty-third annua] session of the Medical So- 
ciety of Virginia, at Richmond, November 1-3, 1932. 
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total leucocyte counts varied between 11,000 

and 17.000 with an increase in the polymor- 
phonuclear leucocytes. Blood cultures and 
agglutination tests for tularemia, malta fever 
and the typhoid group were reported nega- 
tive by the Laboratory of the State Board of 
Health on August 10th. 

On admission to the hospital his tempera- 
ture was 103°, and he was perspiring freely 
but did not seem particularly uncomfortable. 
Had no pain. 

Physical examination: Patient was fairly 
well nourished. No dyspnea or jaundice. The 
pupils reacted and the conjunctivae were clear, 
Certain areas of the gums had not entirely 
healed, but were in satisfactory condition. No 
glandular enlargement. A few petechiae were 
noted over the abdomen but no other embolic 
phenomena in the skin. The reflexes were nor- 
mal, 

Pulse 140; blood pressure systolic 112, 
diastolic 66. The heart appeared slightly en- 
larged to percussion. A definite systolic thrill 
was palpable at the apex and over this area 
the first sound was replaced by a harsh systolic 
murmur which was transmitted outward to 
the axilla. The lungs were clear. Abdominal 
examination was negative, the spleen not being 
palpable. 

The urine showed a distinct cloud of albumin 
and microscopically a few red blood cells. 
Leucocyte count 10,500; polymorphonuclear 
neutrophiles 83 per cent. Blood chemistry 
normal and Wassermann reaction negative. 
Two blood cultures gave a heavy growth of 
streptococci which on sub-culture proved to be 
of the viridans type. 

He was treated with stock streptococcus im- 
munogen and an autogenous vaccine, but stead- 
ily went down hill until he died at his home 
about the middle of October, 1931. 

Case 2—Mrs. O.., age 48, was seen in con- 
sultation January 12, 1930. She complained 
of fever. Prior to present illness her general 
health had been good except for an increased 
blood pressure of ten years’ duration. This 
had been as high as 238 systolic. There was 
no history of rheumatic fever. 

Her present illness began October 1, 1929, 
-with a chill followed by fever. She was thor- 
oughly studied at a hospital in North Caro- 
line but no cause could be found for her symp- 
toms. 


She was brought to St. Luke’s Hospital on 
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December 30th with the idea that she might 
have some surgical condition but none could 
be found. Four blood cultures were positive 
for streptococci which was identified as the 
viridans type. Her blood showed hemoglobin 
55-60 per cent, r.b.c. 3,500,000, w.b.c. averaved 
8,000, and differential showed moderate in- 
crease of polymorphonuclear leucocytes. ‘The 
urine was negative except for occasionai 
erythrocyte and leucocyte. 

Her heart was enlarged and showed a loud 
systolic blow at the apex. Several weeks be- 
fore the tips of several fingers were sore and 
for four days she had complained of pain over 
the region of the spleen, increased on ceep 
breathing. 

No cause could be found for her streptococcic 
infection except that four or five weeks before 
onset of symptoms she had had a badly ab- 
scessed, tooth extracted and this was attended 
with considerable difficulty. 

This patient was not followed but it is un- 
derstood that she died about three months 
after she was seen, having followed the usual 
course of subacute bacterial endocarditis. 

Of course, it is not ._proved that either of 
these patients would have remained well had 
their teeth been left undisturbed, nor can we 
say that the metastatic infection had not taken 
place prior to the dental operations. However, 
it seems plausible that the trauma incident to 
the extraction may have released organisms 
into the blood stream. A survey of the avail 
able literature shows at least nine instances in 
which subacute bacterial infection of the heart 
has followed promptly the extraction of in- 
fected teeth, and numerous references are avail- 
able where acute cellulitis and acute septicemia, 
fatal or non-fatal, have been unquestionably 
the result of infection stirred up by dental 
operations, 

At this point it might be well to review some 
of the clinical features of subacute bacterial 
endocarditis. This disease in about 95 per cent 
of instances is due to the streptococcus viri- 
dans; with the majority of the remainder, the 
result of infection with the influenza bacillus. 
These cases run a protracted course from three 
months to two years or more. In the early 
stages the diagnosis may be difficult, the pa- 
tient being up and about. He complains of 
malaise, weakness. palpitation, loss of weight 
and slight fever. The situation may be easily 
confused with tuberculosis, undulant fever, 






















and even thyrotoxicosis. More acute cases may 
resemble typhoid fever. Later in the disease, 
certain clinical features develop which make 
the diagnosis unmistakable. Various manifes- 
tations of embolic phenomena appear. In the 
brain these give rise to motor or psychic dis- 
turbances; in the kidneys to albumin and blood 
cells in the urine; in the spleen causing it to 
be enlarged and tender. Tender spots and 
petechiae occur in the skin and tender sub- 
cutaneous nodules and retinal or subconjunc- 
tival hemorrhages may develop. The heart 
shows either an aortic or mitral murmur, or 
beth, which increases in intensity from week 
to week. 

A positive blood culture in the presence of 
the above symptoms clinches the diagnosis. 
We wish to emphasize that this culture may 
have to be taken repeatedly and the cultures 
should not be discarded as sterile until after 
two weeks of incubation. Another feature 
which should be emphasized in discussing the 
diagnosis is that this infection is usually im- 
planted on a heart valve previously damaged 
by rheumatic fever, or occurs in the presence 
of congenital heart disease. 

The portal of entry for the organisms may 
be any infection which harbors them, prob- 
ably most commonly the tonsils or teeth. How- 
ever, we may say at this point that eradica- 
tion of all existant foci of infection will have 
no effect on the course of the disease once it is 
established. 

The prognosis in subacute bacterial endo- 
carditis is almost invariably bad. We have 
seen one individual with an aortic lesion, low 
fever and one positive growth of streptococci 
in the blood culture which died out before it 
could be identified, who has remained in good 
health for five years except for persistent 
aortic regurgitation. Of the cases reported in 
the literature, about 3 per cent have recovered 
and autopsy reports on people dying from 
other causes occasionally show typical healed 
lesions, 

No particular treatment has been effective. 
Autogenous and stock vaccines, antistrep- 
tocoecic serums, transfusions, and various an- 
tiseptics intravenously have been tried. In 
1923, Capps made a very enthusiastic report on 
the use of large doses of sodium cacodylate 
intravenously but this treatment has been in- 
effective in our hands and that of others. In 
the reported recoveries, about as many have 
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gotten well without as with specific treatment. 

General supportive treatment with a high 
caloric diet as is given for tuberculosis, rest in 
bed and proper elimination are probably the 


best measures. 

These facts should make us cautious in advis- 
ing the extraction of teeth which are con- 
demned because the root canal has been filled 
or because they show changes on the X-ray 
film. Alvarez has aptly said: “It is one thing 
to order a dozen extractions when a man lies 
crippled with an acute or chronic arthritis, and 
another to order them because he feels nervous, 
has no energy, has indigestion, or has pimples 
on his chin.” The same thing may be said for 
removal of the tonsils. 


Profess ional Building. 


DISCUSSION 

Dr. T. Dewey Davis, Richmond: There is very lit- 
tle I can add to the discussion of this subject as Dr. 
VanderHoof has given it to you. There is one point, 
however, that I should like to stress, and that is in 
the diagnosis of these cases of subacute bacterial 
endocarditis it is quite essential that the blood cul- 
tures be made repeatedly, in a good many instances, 
and that the blood cultures be kept for a good long 
time. We have had cultures become positive after 
five or six days, or a full week. I wish, therefore, 
to emphasize the importance of keeping the cultures 
for at least a week. 

I also think it is a very good plan, in observing 
these cultures, to stay out of them until there is 
some evidence of growth, because of the possibility 
of contaminating them. We usually look at them 
on the second day, and if there is no growth we 
do not disturb them. On the third or fourth day 
they are examined microscopically even though 
no growth is evident. 

I want to report a rather interesting incident. Dr. 
VanderHoof gave you the history of a patient whom 
we saw last August with typical subacute bacterial 
endocarditis who went on to death in October. On 
Monday of this week this man’s brother came to 
the office with a history of fever since June of this 
year. He was taken ill in another state, and 4 
diagnosis was made of typhoid fever. We have not 
been able to get the facts exactly, but there is the 
statement that two blood cultures were positive for 
the typhoid bacillus. However, there is the impression 
that these might have been Widal reactions, and at 
his examination he had positive Widal reaction. At 
any rate, he did not get well of the typhoid fever. 
We saw him on Monday, when he was obviously a 
sick man. He had a rather gross mitral lesion. In 
a letter his brother-in-law, who is a docter, stated 
that this mitral lesion was present in June; he had 
no idea how long it was present before. At any rate, 
blood cultures have grown abundantly streptococcus 
viridans. He has undoubtedly subacute bacterial en- 
docarditis, as his brother had, and the chances are 
that he will not survive very long. 

As we all know, these cases are practically hope- 
less; there is little we can do for them; but we should 
give them any treatment which offers a possibility 
of benefit. 

Dr. W. E. Brown, Sanatorium: Gentlemen, I think 
that Dr. VanderHoof’s paper is a very interesting 
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one. I have for a good many years felt that the com- 
mon practice of local anesthesia for the extraction 
of teeth is against every principle of surgery. Tak- 
ing a power syringe and injecting the anesthetic 
around an abscessed tooth must of necessity force 
the bacteria through the abscess wall back into the 
soft tissue and alveolar structure of the bone, result- 
ing in many instances in severe local inflammation. 
We have had a resident dentist at Blue Ridge Sana- 
torium for the last ten years, and we have tried to 
clean up the mouths of all patients who showed 
abscessed teeth. I have always insisted that no local 
anesthesia be used, but that conductive anesthesia, 
the so--called blocking of the nerve at its entrance 
into the jaw be made a routine practice. It had 
not occurred to me that septic endocarditis might 
be the result of local anesthesia, but it is plainly 
evident to me now that that was probably the way 
in which the infection was introduced into the blood 
streams of Dr. VanderHoof’s cases. 

Dr. VANDERHOoF, closing the discussion: Mr. Chair- 
man, I am very sorry that Dr. C. C. Coleman could 
not be here. He expected to come, and told me he 
particularly wanted to discuss this paper from the 
standpoint of the technic in oral surgery. 

Subacute bacterial endocarditis is a disease with a 
great many interesting features. The question arises, 
of course, whether it ever occurs in a person who 
has a normal, healthy heart. In most instances the 
acute process. or vegetative endocardit's, is engrafted 
on heart valves that have been already scarred and 
damaged by previous forms of more simple endo- 
earditis If a healthy individual has some dental 
work done and happens to develop a _ blood-stream 
infection following such operative work, it may turn 
out to be a relatively mild affair from which he will 
eventually recover, or it may go on to a fatal sepsis. 
But if that patient happens to have a heart crippled 
by valvular disease, it is quite possible that a blood- 
stream infection with the streptococcus vir!dans or- 
ganism will settle upon the damaged heart valves 
and give rise to very typical subacute bacterial en- 
docarditis. 





A NON-OPERATIVE TREATMENT FOR 
DELAYED UNION IN THE TIBIA.* 


DONALD M. FAULKER, M. D., Richmond, Va. 


A bugbear in the treatment of fractures is 
delayed union and its too frequent consequence, 


non-union. In spite of the many advances in 
fracture surgery since the World War, the 
number of cases of delayed and non-union seem 
to be increasing. 

Probably this is true because of the absolute 
increase in the number of broken bones and 
the relative increase in the number of severe 
fractures. We continue to call fractures com. 
pound and simple, but the simple, uncompli- 
cated fracture is becoming a rarity in this age 
of automobiles and machinery. To one who 
sees many of the comminuted, crushed or shat- 
tered bones which result from an automobile 
accident, the bone which has one line of frac- 
ture as the result of a single trauma’ is a re- 
lief. The severe soft tissue injuries which ac- 


*Read before the sixty-third annual meeting of the Medical 
Society of Virginia, at Richmond, Ncvember 1-3, 1932. 
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company these complicated fractures undoubt- 
edly increase the incidence of non-union and 
of delayed union. Naturally the process of 
repair is usually less smooth also in com- 
pound fractures than in those not compouned, 
Here to extensive soft tissue injury is often 
added the complication of infection. 

Yet, doubtless the chief causes of non-union 
of fractures are two for which the surgeon is 
primarily responsible. They are, first, failure 
to reduce the fracture properly, and, secondly, 
failure to maintain their position after the 
fragments have been properly placed in con- 
tact. Proper reduction means early reduction, 
as full contact as possible between the ends of 
the fragments, alignment as near as possible 
to the anatomical, and engagement of the frag- 
ments to prevent loss of the position obtained 
at reduction. Then this position must be 
maintained by some apparatus until sufficient 
callus has formed to insure protection of the 
bone from normal stress and strain. We some- 
times err in one or both of these requisites in 
the treatment of fractures, and non-union may 
be the result of the error. 

However, there are a certain number of cases 
in which delayed union or non-union occurs 
due to no error in treatment. Perfect redue- 
tion has been accomplished, the correct posi- 
tion of the fragments has been efficiently main- 
tained for that period of time usually sufficient 
for solid union, and the organism has failed 
to do its share and form callus. These failures 
after proper treatment are most frequent in 
the humerus and in the tibia. 

Heretofore in such cases open operation, with 
freshening of the ends of the fragments and 
usually fixation with a bone graft, has been 
our means of obtaining union. This requires 
an additional period in the hospital and pro- 
longs the time of disability. 

During the past year we have attempted 
another method of treatment for delayed union 
in fractures of the tibia which has proved so 
successful that we feel justified in describing 
it to this Society. I intentionally say that 
this treatment is for delayed union, because I 
believe that true non-union is a very different 
problem and requires in most cases the use of 
a massive bone graft for cure. One of our 
cases, however, which promises a successful 
result, was seemingly a problem of non-union, 
rather than of delayed union. 

The method is not original with us, but is 
used routinely in the treatment of fractures of 
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the tibia in Bohler’s Clinic in Vienna. Bohler 
believes that its routine use, in addition to 
promoting union, improves joint function and 
tends to restore normal circulation in the limb, 
with both of which statements we are in agree- 
ment. Certainly less swelling and disability 
is present after the use of this apparatus than 
in cases we have treated previous to its use. 
It is probably the improved circulation of the 
limb which is largely responsible for the 
stimulation of callus in delayed union of the 
tibia. 

A light, snugly fitting unpadded plaster cast 
is applied from the toes to the level of the 
upper end of the tibia, or, if the fracture be 
in the upper third of the leg, the plaster ex- 
tends above the knee. No padding is used 
except a little about the heel and the malleoli. 
The plaster bandages are applied directly to 
the skin, care being taken to avoid all wrinkles 
in the bandage, The direct application to the 
skin not only makes a snug fit, but also gives 
additional fixation as the hairs are actually in- 
corporated in the plaster. The cast is modelled 
closely about the malleoli and especially well 
about the tuberosities of the tibia, as this is 
where the weight is chiefly borne. When the 
plaster has set lightly, the walking iron is 
applied. This consists of a malleable iron bar, 
bent into the form of a flat-bottomed U, long 
enough to reach from about 134 inches below 
the plaster sole to just below the tuberosities 
of the tibia, with a horizontal bar at each end 
whose length is roughly one-fourth of the cir- 
cumference of the upper portion ef the cast. 
This iron is shaped to fit snugly against the 
plaster cast in the long axis of the leg, being 
offset slightly at the ankle, and is then incor- 
porated in the cast with one or two more plas- 
ter bandages. As soon as the plaster is hard, 
weight bearing is encouraged, preferably with 
a cane only. 

The apparatus is not foolproof. The cast 
must be smooth, with no wrinkles against the 
skin to cause pressure and sores. It must be 
evenly moulded to the contour of the limb and 
it must fit snugly. It should be light in weight, 
yet strong enough to prevent yielding at any 
point. The patient on whom such a plaster 
is put must be seen daily for the first few 
days to guard against mishaps. Occasionally 
some soreness is complained of at the site of 
the fracture, but in our experience this is rare. 
If there is persistent pain, the plaster should 
be changed. 
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During the past year we have treated thus 
twelve patients. In only one has there been a 
failure to obtain union, while another is still 
under treatment with every evidence of ulti- 
mately obtaining a good result. The patient 
with whom the treatment failed had the first 
plaster applied by us and his physician then 
cared for him. When X-rayed after eight 
weeks walking, callus was seen to be forming, 
but the treatment was stopped and we do not 
know what therapy was instituted. 

The average period of wearing the walking 
plaster has been thirteen and one-half weeks. 
During this time, several of the cases have re- 
turned to light work, which would have been 
impossible if an operative procedure had been 
the treatment. 

Brief case reports with slides of the X-ray 
films before and after treatment will now be 
presented. 

Case 1. (No. 15069)—J. R., male, age 37. 
Automobile compound fracture right tibia, No- 
vember 23, 1930. Left leg artificial. Plaster 
cast since injury. On examination motion still 
present, position 25 per cent outward and back- 
ward displacement of lower fragment. Irregu- 
lar callus about the false joint, but no bridg- 
ing. Had heliotherapy, massage, cod liver oil 
with little improvement and bone graft was 
anticipated. Walking plaster February 25, 
1931. Good union July 13, 1931. Walks with- 
out support (five months treatment). 

Case 2. (No. 15765)—L. W., male, age 33. 
Compound fracture both bones of right leg by 
automobile January 5, 1931. April 1st, union 
not present. Walking splint applied April 
Ist. Left off August 17th. X-ray shows im- 
proved callus formation. Last seen Septem- 
ber 14th. Good firm union with good func- 
tion (four and one-half months treatment). 

Case 3. (No. 15900)—N. W., male, age 22. 
Compound fracture both bones of right leg, 
sustained when a packing case weighinz 600 
pounds fell on his leg, June 11, 1931. X-ray 
after cast for twelve weeks does not show union 
and examination shows motion between frag- 
ments with pain. Walking plaster October 5th. 
Plaster left off November 20th. Firm union 
and good function (seven weeks treatment). 

Case 4, (No. )—F.S. J., male, age 35. 
Simple fracture both bones of left leg from 
motorcycle, July 26, 1931. Immediate reduc- 
tion and plaster cast. October 19th, examina- 
tion shows motion and pain at site of fracture 
of tibia, and X-ray October 7th, shows very 
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little callus formation. November 2nd, walk- 
ing plaster was applied. X-ray December 7th 
shows union progressing nicely, but the walk- 
ing plaster was continued until January 4, 
1932. It was then removed and clinically firm 
union was present. Patient now walks well 
without pain and function is good (eight 
weeks). 

Case 5. (No. 16144)—Stephens, age 43. Com- 
pound fracture, middle left tibia, with three 
fractures of fibula, caused by automobile, Oc- 
tober 9, 1931. No union December 11th. Walk- 
ing plaster with firm union March 11th. (No 
union after nine weeks. Union after eleven 
weeks walking.) 

Case 6. (No. 16052)—Hamm, age 20. Com- 
pound fracture, right tibia and fibula, middle 
third, caused by automobile, August 17, 1931. 
Skeletal traction followed by plaster cast. No 
union November 18th. Walking plaster to 
April 9, 1932. Firm union. (No union after 
fourteen weeks. 
walking.) 

Case 7. (No. 16084)—Clarke, age 28. Com- 
pound fracture, middle third, left tibia and 
fibula. Debridement and Orr treatment Octo- 
ber 19, 1931. No union January 19, 1932. 
Sequestrectomy and walking plaster January 
19th. Firm union June 16th. Union after 
walking plaster for twenty-one weeks. 

Case 8. (No. 16088)—Mrs. H. G., age 72. 
Automobile compound fracture, right tibia and 
fibula, middle third, October 15, 1931. No 
union January 26, 1932. Walking plaster 
February 5th. Firm union April 29th. No 
union after sixteen weeks. Union after walk- 
ing plaster for twelve weeks. 

Case 9. (No, 15999)—Mrs. Rosenstein, age 
49. Compound fracture upper third of left 
tibia and fibula. Debridement and reduction 
October 6, 1931. No clinical union December 
29th. Walking plaster. Firm union February 
10, 1932. No union after twelve weeks. Firm 
union after walking plaster for six weeks. 

Case 10. (No. 16385)—Sechler, age 138. 


Union after twenty weeks 


Simple fracture, middle of right tibia, by auto-— 


mobile September 21, 1931. No union when 
referred for bone graft March 21st. Walk- 
ing plaster then applied and referred back to 
his physician who applied another. Left off 
by him June 28th, although X-ray showed some 
callus forming. Failure. 

Case 11. (No. 16466)—Aldridge, age 24. 
Compound fracture of left tibia and fibula in 
lower half, from automobile injury, December 
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21, 1931. No union April 8, 1932. Walcing 
plaster April 8th. Firm union June 15th. No 
union after fifteen weeks. Union after nine 
weeks of walking plaster. 

Case 12. (No. 16587)—Slaughter, age 59, 
Compound fracture of right tibia and fijula 
in upper half, caused by automobile, Devem- 
ber 31, 1931. X-ray May 5, 1932, showed no 
union and clinically there was none. Walking 
plaster May 9th. X-ray September Sth, shows 
very marked improvement, but walking plas. 
ter continued. 


DISCUSSION 

Dr. J. T. TucKER, Richmond: I think Dr. Faulk- 
ner has brought to our attention one of the most 
serviceable appliances now in use in the treatment 
of fractures. It is comparatively simple, that is, 
with a little plaster and an iron stirrup we get re- 
markable results in the treatment of acute fractures 
as well as delayed union, or, perhaps non-union, 
Routinely, in many of these fracture cases of the 
lower leg, we use this appliance, and delayed unions 
are seldom ever seen Over the past two years many 
of these delayed union fractures have come to us 
and we have put on this simple apparatus, allow 
them to bear weight, and soon union occurs. With 
your permission, Mr. Chairman, I would like to show 
you one of these cases of delayed union with this 
appliance. This gentleman, Mr. Slaughter, was in 
an automobile accident in the middle of December, 
1931. He sustained a fracture between the middle 
and upper third of the tibia, which was reduced 
and a plaster cast applied from his groin to the toes, 
He stayed in this plaster for four months, at the 
end of which time there was no clinical firmness 
of the fracture, nor was there evidence of callus seen 
in the X-ray. After cleaning his skin for a period 
of five days, we put on one of these walking plasters, 
which he has worn since that time. These plasters 
have been changed at intervals of about three months 
and an X-ray taken at each time, the last one being 
one month ago, which showed a condition of callus 
at site of fracture. Clinically, he feels firm and I 
have no doubt that union is now taking place. [| 
am in hope that the next time we take an X-ray of 
his leg, which will be around January 15th, there 
will be enough callus to say that there is firm union. 

These cases shortly after the walking plasters are 
applied walk without the aid of crutches or cane, 
and with such a serviceable appliance many cases 
can be restored to their former duties shortly after 
fractures occur. 

I have enjoyed Dr. Faulkner’s paper very much, 
and I think his remarks are worth being considered 
by all surgeons who treat fractures. 


Dr. J. B. Darton, Richmond: I have not had 
the experience Dr. Faulkner has had with this 
method of handling delayed union of fractures of the 
tibia. I am one of the later or more recent men 
to begin this method of handling these cases. Dr. 
Faulkner’s work has been the cause of my becoming 
interested in this method. 

I am beginning to try this method in fractures 
of the tarsal bones, particularly the os calcis. | 
have not had sufficient time to give a report and 
am merely giving this as a preliminary hint. It 
seems practical to believe we shall shorten our con 
valescence in fractures of the tarsal bones on the 
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same principles as have been set forth in this paper 
for handling fracture of the leg bone. 


Dr. J. BOLLING JONES, Petersburg: I think there 
igs nothing which I dislike more to come up in my 
practice, or in which I feel more like shirking my 
responsibility, than such a case as was shown on 
the screen a minute ago. There is one particular 
question that always occurs to me in fractures, which 
is evident, of course. To me the condition of the 
soft parts and the matter of infection are a very 
much more striking thing to take care of than the 
fracture itself. It is a question, first, of playing for 
the life of the individual, and playing for the leg— 
some kind of leg. The thing that bothers me most 
is how long we can wait before any attempt at 
permanent fixation with safety to the soft parts, and 
when the dangers of infection are at an end. In 
this particular case the soft parts were horribly 
damaged; there was an enormous compound wound 
on one side of the leg. The circulation in the foot 
was very poor; you could hardly get any at all. I 
simply forgot the fracture for a few days and played 
for the soft parts and to get rid of the infection. 
There was a thorough debridement made, one or 
two little parts taken out, the wound thoroughly 
iodized, and the leg put in a simple pillow splint. 
Of course, it was dressed antiseptically as thoroughly 
as we could, and no attempt made at immobilization 
of the fragments at all. It strikes me, if any in- 
fection is going to occur, it will occur within the 
first four or five days. I want the advice of these 
gentlemen. I have rushed over here to hear this 
paper. Dr. Faulkner said in his paper early reduc- 
tion. I want to know what he means by early re- 
duction. In that case the fragments were put 
in as good shape as I could, with no extension 
whatever primarily, but simply laid in this pillow 
splint, with antiseptic treatment of the wound. As 
I recall, it was possibly, I think, on the eighth day 
that I attempted permanent immobilization or ad- 
justment as best I could. Those fragments were 
lying all kinds of ways when it came to me. It 
was probably on the eighth day, under anesthesia, 
when the fragments were put in position as nearly 
as I could, and then a permanent plaster cast was 
applied, with a single spica extending from above 
the hips down to and including the entire leg and 
foot. I think about the third or fourth day we cut 
a window in the cast over the point of compound 
fractura and that wound, and it was found per- 
fectly clean, and with a granulating surface. In 
other words, I had nothing more nor less than an 
ordinary leg ulcer. That window represented a 
wound two and a half by two inches, I would say. 
Our interns (one trained in Oklahoma and the other 
in New Orleans), began to use all kinds of anti- 
septics to try to heal that compound wound. I have 
had several of these cases like that, and I treat 
them simply by leaving enough space between the 
wound and the cast to apply adhesive plaster, and 
it is perfectly marvelous how quickly you can grow 
hew skin over that compound wound. There is 
nothing that gives me more satisfaction than treat- 
ing an old leg ulcer—a thing which most men 
hate to see. This was the same thing, and I was 
able to close the compound wound absolutely That 
cast stayed on for four or five weeks, when, accord- 
ing to Dr. Clarkson’s X-ray report, there was some 
union, but not firm. I derive great pleasure in turn- 
ing cases over to my friends here, and did so in 
this case. As you remember, he spoke of the small 
callus. About six weeks ago he was sent back to 
me with the note that it was felt that this little 
Piece of callus ought to come out. At that time ap- 


parently an ulceration was going to occur over the 
site of this sequestrum; and I thought, as they did, 
that the thing was going to extend through. But, 
to my amazement, it proved to be an entirely local 
infection; that little sinus that was going to come 
there has healed up. Today, Doctor, the results are 
much better than you think. The man’s leg is per- 
fectly firm, and I doubt whether anybody will have 
to go in there. 

Dr. A. M. KimBrovuGcH, Norfolk: I am wondering 
if, in the emphasis given to the stirrup, we do not 
possibly lose sight of a very important fact which 
the speaker mentioned. He said that this thing is 
a matter of physiology. I think it is observable in 
his slides that those pre-stirrup pictures showed a 
leg which was larger than the one that had the 
cast on. In those same pre-stirrup pictures the 
muscle fibers were very distinct. Personally, I have 
never seen an ununited fracture of the lower ex- 
tremities that did not have a good deal of bogginess 
and swelling. It is perfectly obvious that you can 
not have two bodies in the same space at the same 
time. You can not have a good supply of blood if 
you have this wet swelling. The cast helps to pre- 
vent that. Why can not we use the method earlier, 
to get a good blood supply? The heart pumps the 
blood, but we need the action of the muscles to 
help get it into the venous channels. If this can 
be done in a manifestly ununited bone, why not an- 
ticipate the program and let these cases walk earlier, 
even with very small calluses? I rather feel that 
we can save a lot of time and a lot of cases if we 
utilize the same idea. Personally, I have used a 
piece of electrical apparatus which I think is not 
fairly common; it is termed a condenser discharge. 
In my hands it is so much superior to the conven- 
tional methods of stimulation that I should like to 
commend it to those who do not know it. It is 
possible to stimulate any muscle in the leg through 
a small opening in the cast and to obtain in ten 
minutes what the average patient will walk in one 
and a half hours’ I think it has been very helpful, 
and I believe this method Dr. Faulkner has shown 
will be of great value in preventing unnecessary and 
unprofitable operative efforts. 

Dr. FAULKNER, closing the discussion: I want to 
thank the gentlemen for their discussion of the 
paper. 

In answer to what Dr. Jones said about the early 
reduction, I think you will have to take my state- 
ment about early reduction being necessary with 
several grains of salt. In his case he did “early” 
reduction, although it was eight or ten days after. 
You have to pay attention to the soft parts first of 
all. The object is to save the leg rather than treat 
the fracture, and in such a severe case as he has 
described I think you have to put off reduction for 
an indefinite length of time. 

Referring to the question Dr. Kimbrough brought 
up, as to what causes this union, I think he is ex- 
actly right that it is doing away with the lymph 
stasis, getting better circulation in the leg. I doubt 
extremely if this little appliance is necessary. Of 
course, it does reinforce the cast to a certain extent 
and does take some of the weight off the site of 
the fracture and transfer it upward in the leg; but 
I should not be surprised if the plaster cast, cor- 
rectly applied, with some spongy substance in the 
heel to prevent jarring, would do just as well. 

I think I need not say anything about Dr. Jones’ 
remark about the treatment of these ulcers in the 
leg. I think, as he says, adhesive plaster does as 
well as anything else. Just strap them up, and 
granulation will take place. 








158 


HAY FEVER POLLEN PREVALENCES IN 
VIRGINIA: REVIEW OF A SIX YEAR 
SURVEY.* 


WARREN T. VAUGHAN, M. D., 
W. RANDOLPH GRAHAM, M. D., 


and 
RUTH WHITEHEAD CROCKETT, 
Richmond, Va. 


Early in the modern study of pollen allergy 
it became evident that the standard botanical 
reference works on the distribution of plants 
and their periods of bloom were not sufficiently 
precise to be relied upon for allergic therapy.! 
Allergists found it necessary to make surveys 
of their own sections in collaberation with 
competent botanists. Such collaborative studies 
have been made by members of The Asso- 
ciation for the Study of Allergy, so that today 
accurate pollen calendars are available for cer- 
tain sections of the country. These include 
the calendars for New England by Rackemann 
and Fernald? New York by Thommen? Buffalo 
by Parlato, Philadelphia by Clarke, Maryland 
by Gay and his collaborators, the District of 
Columbia by Bernton, Virginia by Vaughan, 
Ohio by Figley, Indiana by Durham, Illinois 
by Kessler and Durham, Western Tennessee by 
Henry and Herring, Louisiana by Penfound, 
Efron and Morrison, Missouri and Kansas by 
Duke, The Plains Section by Balyeat, Colorado 
by Waring, Arizona by Watson and Kibbler, 
the Pacific Northwest by Stier, Hollister and 
sonser, Northern California by Rowe, and 
Southern California by Piness, Miller and 
MeMinn,. In addition, Durham has made sur- 
veys of forty-two of the larger cities scattered 
throughout the country.4 

While the results of the Virginia survey 
have been reported from time to time in the 
special journals’ the present communication 
brings the study up to date and is presented 
in the hope that by making it available for 
the physicians throughout Virginia it will aid 
them in their treatment of pollen allergy. 

The list of all of the important air borne 
pollens of Virginia and the Southern Atlantic 
Seaboard has been published by Vaughan in 
collaboration with Stahl, Clark and Wode- 
houset and we shall limit ourselves here to a 
discussion of only those which are of major 
importance in the treatment of pollinosis. 
Since 1927 we have maintained a pollen station 
on the eighth floor of an office building in the 
center of Richmond, in which the pellen in 
the outside air was deposited upon prepared 





*Read at the sixty-third annual meeting of the Medical Society 
of Virginia, in Richmond, November 1-3, 1932. 
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slides and daily counts were made to deter- 
mine the actual pollen content of the air. Dur- 
ing the first year three stations were main- 
tained, one in downtown Richmond, one in 
the residence section, and one in the city of 
Ashland. Finding, however, that the counts 
at all three stations were comparable we dis- 
continued the two latter stations. The cen- 
tral station is still maintained and will be 
continued. 

Ragweed is the most important cause of 
pollinosis. A study of the ragweed curves in 
succeeding years is most instructive. (Chart 
I.) In the neighborhood of Richmond, 
weed pollen usually commences to appear on 
the slides in small numbers at the beginning 
of the second week in August. In the middle 
of the third week the concentration increases 
and it is usually at this time, between the 
fifteenth and twenty-first of August, that pa- 
tients first manifest symptoms. After August 
21st, the concentration increases quite steadily 
until the peak is reached around the 15th to 
the 15th of September. Following this there 
is a gradual decline until the end of the frst 
week of October when only occasional pollens 
are found on the slides, The ragweed season 
in the vicinity of Richmond therefore runs 
through the last third of August, throughout 
September, and pretty well through the frst 
third of October. 

There are decided variations in ra :weed 
prevalence from year to year. Durham has 
shown? that probably the most important sin- 
gle factor responsible for variations is the 
rainfall and other factors influencing growth 
of the ragweed plant during July. As we shall 
see, other climatic factors play a part. The 
lowest curve in the six year period was for 
1927, when the highest count for one day was 
27 grains per cubic yard of air. This low 
peak for 1927 may be contrasted with the peak 
for 1931 of 432, sixteen times as high. That 
the low count in 1927 was due to quite general 
seasonal factors is indicated by similar low 
curves observed in Philadelphia and New York 
the same year.® 


rag- 


As far as the patient was concerned, in 1927 
hay fever began as usual around the 20th of 
August and there were probably almost as 
many sufferers as usual. Symptoms, however, 
terminated rather early. This would indicate 
that the threshold for the production of hay 
fever symptoms is represented by a_ pollen 
count of less than 20, As a matter of fact it 
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Chart 1.—Variations from year to Mean curves 


that year. 


year. 


is decidedly less than 20 as we shall see in 
a study of the grass curves. We have had 
patients with ragweed hay fever on days when 
the pollen count was no higher than 5 per 
cubic yard. This gives an idea as to what 
a relatively small amount of pellen is required 
to produce reactions. 

The ragweed curves for 1928 and 1929 may 
be termed average curves with peaks just be- 
fore the middle of September, averaging 
around 150 at the peak, and with some irregu- 


larities due to atmospheric disturbances. 1928, 
for example, showed an abnormal peak on the 
down curve on September 22nd, due to storm, 
in which the count reached 200. 

The 1930 curve is most interesting. (Chart 
i.) This was the year of the drought. From 


August 1st to 28th there was p ractically no 
rain. There was also practically no pollen in 
the air. During the last two weeks of August, 
hay fever sufferers were elated. When the 
time for their hay fever passed and they re- 
mained free from symptoms they felt that at 
last they had outgrown the disease. But on 
August 27th we had a cloud-burst with 1.8 


After pollen distribution once started, 


The delay in the start of the 1930 curve was due to the drought of 


it continued heavy average. 


inches of rain precipitated in a few hours. 
Within three days the ragweed curve started 


upward and it rapidly rose to a point higher 
than it had been at the same time of year in 
any of the preceding years. Hay fever symp- 
toms likewise commenced on September first. 
There had been a ten day deficit prior to Sep- 
tember first but in the succeeding ten days the 
pollen output almost made up for the deficit. 
Following this the curve fairly closely approxi- 
mated the average. It was if anything a rather 
high average. 

We have spoken of storms and droughts and 
the July rainfall as factors controlling pollen 
distribution. This is seen especially well in 
the 1931 curve. 

Prior to the 1931 season we had charted 
the probable mean curve for the year, based 
on the means of the preceding four years. This 
is indicated by the dotted line on Chart II. 
The onset of the curve for 1931 corresponded, 
and the peak and descending limbs followed 
the predicted mean with remarkable accuracy. 
But on the ascending limb we observe a re- 
markably heavy prevalence lasting over ten 











Chart 2.—Showing the effect of high winds in producing an un- 
usually high pollen prevalence in the first half of the 1931 


season. Also towards the end of the season. Dotted line 
represents the mean curve for the preceding four years. 


days and reaching, on Labor Day, the highest 
count, 432, in any of the six years. Many 
patients, mildly sensitive, who would often 
go through entire seasons without trouble did 
experience symptoms during these days of 
heavy prevalence. 

Four factors contributed to this heavy preva- 
lence. First, as we have just seen, the drought 
year 1931 was accompanied by a heavy aver- 
age prevalence and presumably by a high con- 
sequent fertilization and distribution of seed. 
Second, July, 1931, had a good rainfall, 4.47 
inches, and good growing facilities, favored 
by an average temperature of 80 as contrasted 
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with the usual mean of 78. Third, Au rust, 
1931, recorded the heaviest rainfall since the 
Weather Bureau was opened in 1872, ‘1.42 
inches. There was adequate water but not 
enough to destroy growth. Fourth, and this 
is the chief factor determining the dates of 
the heavy concentrations, there was a heavy 
period of storm inaugurating this period. On 
August 20th we find a storm with a precipita- 
tion of 4.74 inches of rain, and some rain con- 
tinued throughout a week. The wind velocity 
which had ranged around 10 miles per hour 
increased to 15, reaching a peak of 25. Just 
prior to the peak day there was another rain 
storm with 1.67 inches precipitation. 

The effect of wind is also shown graphically 
on the last peak of the descending limb when 
the pollen count rose coincident with a wind 
velocity for that day of 31 miles per hour. 

One additional factor controlling pollen dis- 
tribution, namely, sunlight, does not show on 
these curves. Ragweed tends to pollinate more 
abundantly in the mornings than in the after- 
noons. A cloudy morning with a sunny after- 
noon releases less pollen than a sunny morn- 
ing with a cloudy afternoon, wind velocity 
being the same. 

That the 1931 curve represents a general <is- 
turbance throughout Virginia is indicated by 
our 1930 and 1931 curves in Richmond, Wash- 
ington and Raleigh, drawn to the same scale. 
Comparable variations to those observed in 
Richmond were found at the northern edge of 
Virginia and to the south of the State. 

The 1932 season, like that of 1930, followed 
a period of drought. The deficit in precipi- 
tation for July and August was 3 inches eacli, 
for September 2% inches, and by the first of 
October, 1932, there was a deficit, for the year 
so far, of 7.4 inches of rainfall. As a conse- 
quence, the ragweed prevalence fell well be- 
low the predicted mean showing only four 
small peaks none of which was excessive. The 
wind velocity curve and the rainfail record 
show a remarkable parallelism between periods 
of storm and increased pollen prevalence. 

While ragweeds are of chief importance, 
other pollens take their toll. Chart 3 shows 
the total curve for trees, grasses and weeds in 
1931. In Richmond, tree pollination usually 
commences early in February. It will be seer 
that the tree curve is highest of all but, since 
this is a composite curve representing many 
varieties of trees, since one is sensitive only 
to one or a few of the trees, and since fewer 
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people are tree sensitive than ragweed sensi- 
tive, the ragweed curve is the one of greatest 
importance. However, in our experience a 
relatively large number of individuals are tree 
sensitive and do have early symptoms. The 
grass curve is low but not low enough, since 
it does cause symptoms in grass sensitive per- 
sons. 
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The accompanying table shows the period of 
pollination of the various hay fever-producing 
plants in and around Richmond in 1932. The 
field work on which this chart is based was 
done in collaboration with Miss Anna Clark, 
Jotanist of The Collegiate School. The need 
for such regional surveys is indicated by the 
fact that the pollen calendar for 2 city as close 
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as Baltimore’ does not correspond accurately 
with the calendar for Richmond. 


POLLINATING PERIODS OF TREES, WEEDS AND GRASSES 
IN RICHMOND 


1932 


June Grass—January 15 to January 31 
and May 1 to June 12. 
Silver Maple—January 17 to March 3. 
Winged Elm—January 26 to February 26. 
Red Maple—February 5 to March 14. 
Alders—February 7 to March 5. 
Pines—February 7 to June 22. 
Orchard Grass—February 23 to March 20 
and March 29 to June 14. 
White Elm—March 2 to March 20. 
Pussy Willow—March 3 to March 26. 
Sycamore—April 6 to May 1. 
Sugar Maple—April 6 to May 1. 
Norway Maple—April 6 to May 1. 
Poplars—April 7 to May 1. 
Hackberry——April 20 to May 9. 
Willow—April 20 to May 10. 
Oaks—April 20 to May 9. 
Mulberry—April 20 to May 9. 
Birch—April 20 to May 9. 
Crack Willow—April 20 to May 9. 
Hornbeam—April 20 to May 11. 
Hickory—April 22 to May 16. 
Ash—April 24 to May 18. 
Apple—April 25 to May 19. 
Pecan—April 27 to May 19. 
Sweet Gum—April 27 to May 21. 
Ailanthus—April 27 to May 25. 
Mimosa—April 27 to May 26. 
Sheep Sorrell—May 1 to September 3. 
English Plantain—May 19 to August 4. 
Timothy—May 20 to August 15. 
Ragweeds—August 7 to October 15. 
Chenopods—August 10 to September 28. 





The 1931-32 winter was a very moderate one 
and the season was consequently advanced. 
Even June grass grew for a short time and 
reached the point of pollinating, in January. 
But the season was really inaugurated by the 
Maples in the third week of January. Winged 
Elm or Corky Elm started almost as soon. 
Maple, Elm and Alder complete most of their 
pollination in February although White Elm 
extends pretty well through March. Pine com- 
mences early in February but its pollen does 
not become dense on the slides until toward 
the middle of April. By the middle of May, 
Pine pollen becomes infrequent. The long 
period of Pine pollination is due to the fact 
that there are several varieties of Pine which 
pollinate at different times. This is also seen 
in the Sugar and Norway Maples which pol- 
linate in April. Silver and Red Mapie polli- 
nate before putting out foliage while Sugar 
and Norway Maple pollinate after the appear- 
ance of leaves. The Oaks, Beeches, Birches, 
Hornbeam, Ash, Nuts and Gum trees pollinate 
late, commencing toward the end of April or 
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the first of May. The trees mentioned are 
the more frequently allergenic trees. 

In 1932 the Sorrels and Docks comme ced 
pollination around the first of May, followed, 
the middle of May, by the Plantains and the 
grasses. The Sorrels and Docks terminate in 
June but the Plantains continue to pollinate 
throughout July. 

It is surprising to realize that there is a 
period in midsummer from the end of June 
until nearly the middle of August during 
which there is very little pollen in the air. 
While there is no intermission between the 
tree and grass seasons there is a distinct inter- 
val between the grass season and the ragweed 
season. 

Time does not permit further discussion of 
the individual tree and grass pollen curves at 
this time. Our observations will be continued 
and supplementary reports wil! be made from 
time to time. 
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ALLERGY IN CHILDREN.* 
T. E. OAST, M. D., Portsmouth, Va. 

The terms allergy, anaphylaxis and hyper- 
sensitiveness were for a long while used more 
or less synonymously until Cooke, and more 
recently Bray, attempted to classify them. 
Hypersensitiveness is used to include all reac- 
tions in which a hypersusceptibility to some 
foreign agent is shown as compared with nor- 
mals, and is subdivided into (1) Anaphylaxis, 
meaning induced manifestations of hypersen- 
sitiveness in laboratory animals, and (2) At 
lervy, as applied to (a) natural or spontaneous 


‘Read before the Norfolk County Medical Society, March 
28, 1982. 
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hypersensitivity in humans including asthma, 
hay fever, eczema, urticaria and migraine, and 
(b) to induced states as serum sickness and 
drue rash. 

It is with natural or spontaneous allergy 
that we shall deal in this paper. The term 
allergy was first coined by Von Pirquet in 
1906 to designate “an altered reactivity.” Aller- 
gens are any absorbable substance with which 
the body comes in contact either by inhalation, 
ingestion or injection giving manifestations of 
hypersensitivness. 


Eri10otocy 

1. Predisposing: Among the predisposing 
causes we have first (a) Heredity.—Cooke 
shows in a series of 500 cases an hereditary 
factor in 48 per cent. The closer and more 
complete the inheritance, the earlier the age 
at which symptoms first appear. Thus where 
there is no factor of inheritance, the age of 
maximum symptoms is 20-25 years. Where 
paternal or maternal, 10-15 years. When both 
paternal and maternal the age is 5 years. 
Authorities, while all admitting an hereditary 
factor, differ in their opinions as to the trans- 
mission of de ‘nite clinical allergy. Cooke be- 
lieves that the allergic capacity is transmitted 
but the allergic offspring is just as likely to 
show asthma from an eczematous parent as 
otherwise. Rowe claims a family history in 
60 per cent of his patients, and believes that 
not only the allergic tendency is inherited, 
but also a tendency to specific types of sen- 
sitization, citing instances of parents subject 
to pollen transmitting such a sensitization to 
their children; also records of milk sensitiza- 
tion being transmitted through three genera- 
tions. He concludes, however, that such spe- 
cific inheritance is not the usual finding. 

Bret Ratner claims the placenta is permeable 
and that proteins may pass from the mother 
to the fetal circulation, and thus sensitize the 
fetus in utero, explaining the allergic manifes- 
tations present when the baby is first intro- 
duced to the offending substance. He then cites 
‘ases to prove that pregnant women overin- 
dulging in particular foods create a sensitive- 
ness to those foods in the infant and may pos- 
sibly be the cause of a good many of our vago- 
tonic or colicky problems in infancy. 

The infant, too, may be sensitized through 
proteins in the mother’s milk. This was ques- 
tioned until Donolly, in 1929, showed that egg 
proteins were eliminated in breast milk. 

2. Acquired: Allergy may be acquired at 
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any time during life by overindulgence in a 
specific food, or by the intermittent taking of 
specific foods. Schloss has shown that undi- 
gested protein can be absorbed by the alimen- 
tary tract of children who have gastro-intesti- 
nal disturbances. This protein after absorp- 
tion acts as a foreign substance in the blood 
and sensitizes the child to an unsplit protein. 
He explains the not unusual urticaria and 
eczema after nutritional disturbances in this 
way. 

There is also a possible passive allergy trans- 
mitted from an allergic person to a non-allergic 
by blood transfusion, which should have some 
influence in the selection of a donor. 

3. Exciting Causes: What we have just 
been talking of are the predisposing factors. 
The allergens are the real exciting cause of 
allergy. In approaching the causative factor 
it is essential to have a very open mind, for 
the most innocently thought of food or sub- 
stance may have considerable bearing on the 
condition. Ratner had this in mind when he 
stressed the necessity of a most searching and 
detailed history. Every angle of an allergic 
symptom must be considered,—relation to food, 
reason, environment, time of day or night, also 
the food dislikes of the child and the antepar- 
tum diet of the mother. Many regard these 
food dislikes of a child as a protective factor 
in an effort to minimize allergic states. Then, 
too, it is important not to let one’s enthusiasm 
run away with him. The mere fact that you 
have had a patient cleared of a complexity of 
symptoms quite miraculously by eliminating 
some substance of contact does not mean this 
substance is at fault in all your patients with 
similar symptoms. 


DIAGNosIs 

In diagnosing the allergie state following 
a very detailed history, we have recourse to 
(1) skin tests, either by the scratch or intra- 
dermal method, the former being the more 
widely used because of its simplicity and lack 
of danger. The intra-dermal is reserved for 
those cases that do not respond to the scratch. 
The allergens for these tests may be obtained 
from commercial laboratories either in the 
form of dry powders, extracts or pastes. 

Bray outlines the technique for these tests 
as follows: 

1. Scratch Method: The outer side of the 
upper arm or anterior aspect of forearm are 
the sites generally used, but we may use the 
extensor aspect of thigh or the back. The 
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size of the wheal will vary with the location 
selected, near the bend of the elbow being more 
sensitive. The scratches, made with a scari- 
fier, are about an inch apart and covered with 
10/N sodium hydroxide and the antigen rubbed 
in with a sterile toothpick. No unusual sys- 
temic reaction is obtained by this method. One 
disadvantage is the fact that there exists a 
de-sensitive period following an attack of 
allergy, lasting from twenty-seven to forty- 
five days, according to Schloss, and during 
this period the tests will be negative. A posi- 
tive reaction consists of a distinct wheal sur- 
rounded by a zone of erythema in the presence 
of a negative control, The wheal is usually 
5 m.m, in diameter. 

Multiple sensitivity is not rare, and quite 
often reactions will be obtained to quite a num- 
ber of substances, adding to the complexity 
of the case. It is possible that some of these 
substances are not concerned in causing the 
symptoms; so here again recourse to the mi- 
nutest detail of the history is necessary. 

2. Intradermal Method: This is more sen- 
sitive, but more apt to be misleading through 
multiple sensitivity and false reactions. It is 
more painful and much more dangerous. 
Fatalities have been reported following this 
method. About 1/50 c.c. of the solution is in- 
jected intra-dermally, care being taken not to 
go through the skin. I might add that this 
is quite a tedious and at times impossible pro- 
cedure in a squirming child. Adrenalin solu- 
tion, ready for injection, should be at hand 
when doing these tests, in case of any alarm- 
ing reaction. 

3. Praunitz—Kustner Reaction: This was 
called a reaction by proxy (Freeman). In 
this method a passive sensitivity is created in 
localized areas by injecting the serum of the 
sensitive patient in selected skin areas of a non- 
sensitive person. This was first done in 1921. 
It is of value where skin tests are imprac- 
ticable, as in a severe eczema, infants, and ex- 
tremely nervous patients. The technique as 
given by Rowe is that 5 ¢.c. of blood are with- 
drawn from the patient, defibrinated, centri- 
fuged, and the serum passed through a Berk- 
feldt filter. This serum, tightly stoppered and 
stored in icebox, will keep for six months. 
Into the skin of a normal non-sensitive person 
1/20 to 1/10 c.c. of this serum is injected at 
different locations. After two to three hours 
each site is tested with the suspected protein. 

4. Patch Test: This is more sensitive in 
‘patients whose symptoms result from external 
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irritants, especially skin conditions. In center 
of a +.¢.m. piece of adhesive place 3 ¢.m. square 
of lint to prevent adhesive tape dermat tis, 
On this place 1 ¢.m. gauze which is covered 
with substance to be tested. Routinely patches 
are applied to upper portion of chest and al- 
lowed to remain twenty-four hours. 

5. The ophthalmic reaction is largely used 
to determine polien sensitiveness. A solution 
of suspected allergen is dropped in the con- 
junctival sac. <A positive reaction varies from 
tickling to a bloodshot eye, and sneezing. ‘Tests 
similar to this have been applied to the nostrils, 
on the lips, and by instillation in the rectum. 

Then, too, we have recourse in our diagnosis 
to the so-called Elimination Diets, which have 
been used extensively and more recently 
strongly advocated and standardized by Rowe. 
He recognized the fact that allergic reactions 
due to food frequently do not give positive 
skin reactions. Rowe uses four diets, starting 
with milk alone and using different types of 
cereal, bread, meat, vegetables; fruits as addi- 
tions. These diets exclude the substances to 
which most patients are susceptible such as 
wheat, milk, egg, apple, banana, orange, celery, 
cabbage, cauliflower, potato, chocolate, fish and 
nuts. This is essentially a method of diet trial, 
omitting first one food and another, and noting 
the effect on the symptoms. This is especially 
valuable in infants whose diet is limited and 
“an more easily be supervised. 


SyMproms 

The clinical symptoms appearing in the 
allergic state vary with the body cells that 
happen to be sensitive. Thus, when of the 
bronchi we get asthma; of the skin, an urti- 
‘aria: of the mucous membrane, an allergic 
rhinitis, or hay fever. This accounts for the 
wide variety of allergic responses seen in sen- 
sitive individuals. Almost every disease, at 
one time or another, has had allergy given as 
its cause. Epilepsy, arthritis, erythema mul- 
tiforme, pyloric stenosis, colic, cyclic vomiting, 
and many others have been placed in this 
category by different writers. Even in the 
purely infectious ones, as scarlet fever and tu- 
berculosis, claims have been made that the 
symptoms are due to a bacterial sensitization. 
These, however, have not been substantiated: 
the accepted conditions today as being allergic 
are asthma, hay fever. urticaria, angioneurotic 
edema, eczema, and more recently migraine— 
(Rowe, Bray, Balveat, Schloss, Cooke. 
Vaughan, Duke). 
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Asthma: Not all asthma is allergic. Pesh- 
kin in 100 cases found 79 protein sensitive. 
Cooke, in 250 cases, reported 85.6 per cent. 
Balyeat estimates 1.5 per cent of the popula- 
tion suffers some time in life from asthma, and 
30 per cent of these suffer before twelve years 
of ave. Asthma in children is not always easy 
to diagnose. It is quite often confused with 
bronchial pneumonia, and ‘at times can only 
be recognized by the wheezing which identifies 
it. The clinical picture is that of a bronchitis 
of the smaller tubes coming on with great sud- 
denness. There is dyspnoea, some sneezing, 
and frequently a rise in temperature; on 
auscultation, expiration is prolonged and _ ac- 
companied by many sibilant rales. The prompt 
relief by injection of adrenalin cinches the 
diagnosis. The relation between asthma and 
eczema has long been recognized, for Peshkin 
reported in 100 asthmatics that 22 per cent 
previously had eczema, Cranston Low draws 
the conclusion in asthma that the younger the 
patient the more frequently food proteins are 
responsible, while later in life animal emana- 
tions, dust, and bacterial antigens from focal 
infection. Bray notes that asthmatic children 
are particularly free from other ill health, and 
Balyeat that 80 per cent are above the average 
in mentality. 

Hay fever is not unusual in the child, though 
frequently unrecognized. It is characterized 
by profuse watery nasal discharge, nasal ob- 
struction due to engorgement and edema of the 
nasal muocus membrane, déscomfort or itching 
of the nose and sneezing, especially in the 
morning and evening—(Sweet). Hay fever 
is usually attributed to pollen allergy, being 
seasonal when due to one group of pollen, and 
perennial when a multiple sensitivity exists. 
A child born with the ability to become sensi- 
tive to pollen usually becomes sensitive to other 
substances, such as animal dander, dusts and 
foods, and thus will frequently develop other 
allergic symptoms such as asthma. Balyeat 
places much emphasis on itching of the nose 
and states when present one should always be 
suspicious of allergic origin. 

Eczema: While not solely due to sensitiza- 
tion, allergy is now considered causative in the 
majority of cases of eczema. Many are due 
to specific sensitization to foods such as milk, 
wheat, eggs, and to substances with which the 
child comes in contact. as wool and silk. It 
is not uncommon to find an eczema due to a 
change in the material of which the undergar- 


MEDICAL 








MONTHLY 165 





ments are made, or to a change from mother’s 
to cow’s milk. Frequently we see eczema in 
the baby clear up when chocolate or egg is 
omitted from the mother’s diet. 


TREATMENT 

Treatment of all allergic conditions is much 
the same, excepting of course the symptomatic 
phase of the particular allergic response. 
These treatments consist in— 

1. Elimination of the causative allergen 
either by avoidance or removal. This is the 
ideal method, theoretically, where the allergen 
has been found by the history, skin tests or 
elimination diet. However, where the food is 
one of the essential ones where a multiple sen- 
sitization exists, it proves a most puzzling 
problem. In the allergies due to cow’s milk, 
Kerley has advocated prolonged boiling of 
the milk. Dry milk and evaporated milk have 
also been used with some degree of success. 
Recently Hill has advocated and had marketed 
a soy bean preparation, called Sobee, to re- 
place milk, Also a non-allergic milk has been 
put on the market by the S. M. A. Co. In chil- 
dren Bray claims complete removal of the al- 
lergen will result in a loss of sensitivity in two 
years, and many will be de-sensitized even 
without removal of the substance. 

2. Desensitization: The value of this method 
lies in those cases in which specific causes can- 
not be avoided or removed. It may be at- 
tempted either by ingesting gradually increas- 
ing doses of the allergen, if a food, or by sub- 
cutaneous injection either of food, dust or 
animal emanation. This is done by having 
various strengths of solutions in multiples of 
10, going to the weakest of 1 to 100,000. The 
skin is tested with 1/20 c.c. intradermally of 
the weakest solution, and on up until a reac- 
tion is obtained. Then .1 c.c. of this is given 
subcutaneously and every two hours increased 
by .1 c.c. until the dose is .8 ¢c.c. Next morning 
the same procedure is carried out with the next 
stronger solution, until the strongest is used. 
At times, if much reaction is obtained, the same 
lose has to be repeated, or even cut down. This 
is what Bray describes as the Rush treatment. 
In the more usual method this same procedure 
is carried out with weekly or bi-weekly injec- 
tions. 

Non-specific proteins, such as peptone, milk, 
tuberculin, have been used by injection, but 
reports have been so variable that they have 
not become a'popular method of treatment. 
Symptomatic treatment of allergic condi- 
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tions may be dismissed with the realization 
that adrenalin is still the mainstay in asthma, 
with ephedrine preparations of value in pollen 
allergies, as hay fever. In the use of local 
treatments in eczema it is well to keep in mind 
the nature of the allergen. Thus, if due to 
a vegetable substance, it is more wise to use 
a mineral oil for cleansing rather than olive 
oil, If of animal origin. as wool, it is better 
to avoid the animal bases used in preparation 
of ointments. 

In closing, I want to say that I have pre- 
sented this subject through a review of avail- 
able literature, in an effort to correlate the 
essential factors in a subject that daily is at- 
taining more prominence. 
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THE NATURE OF THE CIRCULATORY 
DISTURBANCES IN HYPERTHYROID- 
ISM (THYROTOXICOSIS). 


WALLACE M. YATER, A. B., M. D., M. S. (iN Mep.), 
Washington, D. C. 
Professor of Medicine, Georgetown University School of Med- 
icine; Chief of Medicine, Georgetown University and 
Gallinger Municipal Hospitals. 


Everyone is now familiar with the cardio- 
vascular symptoms of hyperthyroidism, which 
are essentially the same in both exophthalmic 
goiter and toxic adenoma. These are both sub- 
jective and objective. The former include pal- 
pitation, dyspnea on exertion, flushing, throb- 
bing in the neck, precordial distress; the latter 
include persistent tachycardia, arrhythmia and 
especially auricular fibrillation, diffuse and 
forceful apex impulse, increase in cardiac dul- 
ness, loud heart sounds, systolic precordial 
murmurs, increase in pulse pressure and capil- 
lary pulsation. These symptoms are often the 
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most outstanding and are frequently the main 
complaints of the patient. Often the diaz 
nosis of heart disease is made and the true 
cause of the disturbance overlooked. These 
symptoms, however, do not mean heart <is- 
ease. It is only when signs of congestive fail- 
ure develop that one may say that the patient 
has heart disease due to hyperthyroidism. 


Tue INcweNce or Concestive Hearr Farrer 

Interestingly enough, congestive heart fuil- 
ure never occurs in young individuals with 
hyperthyroidism unless they have some inie- 
pendent cardiac lesion. It is only in older per- 
sons, and usually those with a long history of 
low-grade chronic exophthalmic goiter or more 
frequently of toxic adenoma of long duration, 
who have congestive failure which can be 
ascribed as due largely to the hyperthyroidism. 
Willius and Boothby (1923) were apparently 
the first to emphasize the relative infrequency 
of congestive heart failure in patients with 
goiter. Not more than 2 per cent of 377 pa- 
tients with exophthalmic goiter and adenoma- 
tous goiter with secondary hyperthyroidism 
had sufficient clinical evidences of myocardial 
injury to allow them to be classi‘ed as having 
serious cardiac disease. These authors were 
of the opinion that death of patients in post- 
operative hyperthyroid crisis, especially before 
the days of preoperative administration of 
iodine, was due to an intense general intoxica- 
tion in which the heart was involved, but they 
did not feel that cardiac weakness was the 
main cause of death. They emphasized, how- 
ever, the importance of cardiac damage as a 
factor in prognosis and treatment and stated 
that in the limited group of patients with evi- 
dence of severe myocardial weakness operative 
mortality can be greatly reduced by measures 
directed to the restoration and maintenance of 
cardiac compensation. 

Hamilton found fifty of 900 cases of chronic 
heart failure to be due to hyperthyroidism, 
thirty-four with exophthalmic goiter and six- 
teen with toxic adenoma. Of these, forty-two 
were women with an average age of 50 years. 
This high incidence probably indicates accurac y 
of diagnosis and also the effect of hy perthy- 
roidism and age together upon the function 
of the heart. Cabot’s study of 1906 cases of 
heart disease which came to necropsy indicates, 
however, the relative rarity of hyperthyroid- 
ism as a cause of heart failure. He found only 
three cases of exophthalmic goiter with con- 
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gestive failure. There were four cases of con- 
gestive failure which in retrospect he con- 
cluded were instances of heart disease due to 
adenomatous goiter with hyperthyroidism. He 
decided that congestive heart failure is rarely 
the cause of death in hyperthyroidism, and 
that death is usually due to toxic, infectious 
or mechanical factors. 

Hurxthal, in a study of 500 cases of hyper- 
thyroidism, came to the conclusion that the 
average age of patients with congestive heart 
failure was over forty and that a large per- 
centage of them showed evidence of previous 
cardiovascular disease. His opinion was that 
the most significant causes of congestive heart 
failure in hyperthyroidism are age and its as- 
sociated cardiovascular changes, the specific 
heart drive, auricular fibrillation, and the dura- 
tion and intensity of thyroid overactivity. 

Other authors (Andrus, Lahey, Mora and 
Greene) have noted the relative infrequency 
of congestive heart failure due solely to hyper- 
thyroidism and its occurrence only in older 
patients. The conclusion seems justified, there- 
fore, that congestive heart failure, while it 
may result from hyperthyroidism, is not a 
common complication. 


Before considering the nature of the circu- 
latory disturbances in hyperthyroidism I feel 
justified in pausing briefly to refer to certain 
clinical phases of cardiac failure due to hyper- 
thyroidism which have been emphasized lately. 
The first has to do with the diagnosis of goiter 
when congestive heart failure is present. Un- 
less one has seen a number of these cases and 
is alert to their occurrence he is apt to over- 
look the etiology of the cardiac condition, and 
this is a serious blunder, since the recovery 
of the patient is dependent upon its recogni- 
tion. The diagnosis is made still more diffi- 
cult by the occasional occurrence of atypical 
cases which have been designated “masked 
hyperthyroidism.” In this country Levine and 
Sturgis, Priest, Tucker, and Hamburger and 
Ley have written on this subject. The patients 
in this group are middle-aged and many of 
the usual outstanding signs and symptoms of 
hyperthyroidism are missing, namely, palpable 
enlargement of the thyroid gland, exophthal- 
mos, nervousness and excitability and even at 
times tachycardia. The symptoms other than 
cardiac which are usually present are loss of 
weight, fatigability, a staring expression of the 
eyes, and sometimes pigmentation of the skin. 





There is usually no etiological factor at hand 
to explain the congestive failure, so that one’s 
suspicion should be aroused by the occurrence 
of the above mentioned suggestive symptoms. 
Permanent or transient auricular fibrillation, 
loud heart sounds and failure of digitalis to 
slow the heart rate are other symptoms direct- 
ing the physician’s thoughts in the right direc- 
tion. Two or more determinations of the basal 
metabolic rate may definitely settle the point, 
but according to Morris these cases are some- 
times so atypical that even the metabolic rate 
may be normal. The patients whose cases he 
reports were restored practically to normal by 
thyroidectomy. One might discuss this situa- 
tion at length because of the paradox in- 
volved, but time will not permit. In this con- 
nection it may be mentioned that Coller found 
the cardiovascular signs of hyperthyroidism in 
a fairly large number of 300 patients over 20 
years of age with “endemic goiter” but with- 
out other toxic symptoms and with a normal 
basal metabolic rate. The frequency of these 
cases increased with advanced years, Coller 
thought that these were probably instances of 
adenomata in colloid goiter which had been 
intermittently hyperactive for a long period 
of time. 


PaTHoOLoGiIc CHANGES IN THE HEART 


The size of the heart has been the subject 
of a great deal of attention. Wilson (1923) 
noted some degree of hypertrophy of the heart 
in sixteen of twenty-one cases. Two of the 
hearts weighed 500 and 550 grams, respectively, 
but the others were enlarged only 5 to 10 per 
cent. Cabot commented upon the apparent 
enlargement of the hearts during life but their 
actual lack of hypertrophy when examined 
post mortem. In a study of the pathologic 
changes in auricular fibrillation I noted that 
in thirty-six cases of exophthalmic goiter and 
twenty-seven cases of adenomatous goiter as- 
sociated with hyperthyroidism the hearts were 
only mildly or moderately hypertrophied. 
Hurxthal, Menard and Gogan compared the 
size of the hearts of 100 consecutive cases of 
toxic and 100 consecutive cases of non-toxic 
goiter by teleroentgenograms and concluded 
that if hyperthyroidism causes cardiac enlarge- 
ment or hypertrophy and dilatation it is slight. 
Cardiac enlargement as determined by this 
method showed a fairly direct relationship to 
age and coincident cardio-vascular disease. No 
definite relationship was found between the 
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duration of the disease or amount of weight 
lost and the size of the heart. Because accu- 
rate data concerning the effect of hyperthyroid- 
ism on the size of the heart were not available 
in the literature Simonds and Brandes studied 
this question experimentally. They found that 
an actual hypertrophy of the heart resulted 
from feeding 10 grams of desiccated thyroid 
gland daily to healthy dogs. This hyper- 
trophy involved all of the chambers of the 
heart with a slightly greater proportional in- 
crease in the left ventricle, but when the loss 
of body weight exceeded 35 per cent the weight 
the heart had gained in hypertrophy was lost. 
Hashimoto and other experimenters have found 
similarly enlargements of the hearts of animals 
made hyperthyroid. These studies all tend to 
show that hypertrophy does occur in hyper- 
thyroidism but that it is not constant and is 
usually mild. This fact is interesting in com- 
parison with what happens as a result of hy- 
pertension. In both hyperthyroidism and hy- 
pertension the work of the heart is greatly 
increased, but hypertrophy is constant and 
usually considerable in hypertension, and the 
heart fails relatively often. Forcing blood 
through an increased peripheral resistance as 
in hypertension seems to be a greater strain 
upon the heart than a probably similar degree 
of increase in amount of work done when the 
peripheral vessels are wide open as in hyper- 
thyroidism. 

Pathologic studies of the heart in hyper- 
thyroidism have all led to the conclusion that 
there is no specific morphologic change, either 
grossly or microscopically. Wilson found the 
hearts of patients with exophthalmic goiter to 
be pale, soft and somewhat dilated. Histolog- 
ically there were apparently more advanced 
fat changes than are present in the myocardium 
of individuals of the same age without hyper- 
thyroidism. I found practically no changes of 
any consequence in the myocardium, sino- 
auricular node or conduction system in the 
hearts of 6 patients who died with exoph- 
thalmic goiter and 2 who died with toxic 
adenoma. All of these patients had auricular 
fibrillation, but only 2 died of congestive heart 
failure. Other men have examined the hearts 
of patients with hyperthyroidism but have not 
found distinctive lesions. Occasionally focal 
necrosis of the myocardium has been observed. 
Lymphocytic infiltration has also been found 
at times. Owing to the infrequency of such 
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lesions, however, it may be assumed that these 
are the result of other factors than simple 
hyperthyroidism. Several investigations have 
been carried on in animals made hyperthyroid 
artificially. Notable among these were those 
of Goodpasture and of Hashimoto. The for- 
mer found mild changes in the heart consist- 
ing of perivascular fibrosis with some destruc- 
tion of muscle about small arteries. These 
lesions apparently occurred soon after the first 
dose of thyroid substance, since they were 
healed at the death of the animal. Animals 
made hyperthyroid were given chloroform by 
inhalation, and in these there was widespread 
myocardial necrosis. Goodpasture concluded 
that hearts overstimulated by an increase in 
thyroxine are more susceptible to injury by 
toxic substances, such as may result from a 
relatively mild terminal infection, which un- 
der other circumstances may not injure the 
myocardium. Hashimoto produced lesions in 
the heart with toxic doses of thyroid substance 
consisting of swelling of the muscle fibers, scat- 
tered areas of round-cell infiltration and lesions 
suggestive of Aschoff nodules. These were all 
more severe the greater the amount of thyroid 
substance administered. 


CircvLatory ALTERATIONS 

Physiological investigation on the circula- 
tion in hyperthyroidism has been productive 
of enlightening information. The factors 
which have been studied are the vital capacity 
of the lungs, the minute volume output of the 
heart, the velocity of blood-flow, the pulse rate, 
the blood pressure and the blood volume. 

Rabinowitch studied the vital capacity of 
the lungs in patients with hyperthyroidism and 
observed a progressive decrease as the basal 
metabolic rate increased. In a similar study 
McKinlay found that there was a reduction of 
vital capacity of the lungs to below 70 per 
cent of normal in a great majority of severely 
toxic patients. Lemon and Moersch found also 
that the vital capacity of the lungs decreased 
as the metabolic rate increased, but in the 85 
subjects examined there was no exact rela- 
tionship between the two factors. Blumgart, 
Gargill and Gilligan found a diminution in the 
vital capacity to be an inconstant finding, but 
with a decrease in the basal metabolic rate 
after treatments there was a tendency for the 
capacity to increase. 

The minute volume output of the heart in 
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hyperthyroidism has been studied by compe- 
tent workers using different methods. The 
results of the various workers have agreed, 
with one exception (Rabinowitch and Bazin). 
Plesch found the minute volume output of the 
heart in one patient with exophthalmic goiter 
to be 5.288 ¢.c. as compared with 4359 c.c. in 
one normal subject tested with the same crude, 
original gasometric method. The oxygen con- 
sumption in the patient was almost twice that 
of the normal subject. Liljestrand and Sten- 
strOm used the nitrous oxide method of Krogh 
and Lindhard to study the minute volume out- 
put of 10 normal subjects and 11 patients with 
exophthalmic goiter. The average increase in 
the output was 80 per cent in 8 female patients 
whose average basal metabolic rate was 58 per 
cent above normal, and 100 per cent in 3 male 
patients ‘whose average B. M. R. was 66 per 
cent above normal. Davies, Meakins and Sands 
found a fairly close correlation between the 
oxygen consumption (B. M. R.) and the out- 
put of the heart in patients with hyperthyroid- 
ism before and after operation. Kininmonth’s 
results with the ethyl iodide method of Hen- 
derson were similar in patients with exoph- 
thalmie goiter. Several workers (Robinson, 
Liljestrand and Stenstr6m and Burwell, Smith 
and Neighbors) noted that the minute volume 
output of the heart increased relatively more 
than the oxygen consumption, so that the 
oxygen needs of the tissues were supplied with- 
out diminishing the oxygen tension of the 
mixed venous blood. Plummer and Boothby 
showed that for a given amount of work by 
patients with hyperthyroidism there is a dis- 
proportional rise in the metabolic rate which 
requires a similar disproportional rise in ven- 
tilation and in blood-flow. Odaira fed rabbits 
thyroid gland and found an increase of 241 
to 270 per cent in the cardiac output, with in- 
creases in oxygen consumption of 44 to 144 per 
cent; after thyroidectomy in rabbits he found 
a diminution in the cardiac output of 20 to 59 
per cent, with decrease in oxygen consumption 
of 10 to 52 per cent. Blalock and Harrison 
used dogs to determine the effect of thyroidec- 









tomy and of thyroid feeding on the cardiac 
output. Samples of arterial and venous blood 
were drawn directly from the ventricles and 
the oxygen consumption determined, so that by 
means of the Fick formula an accurate figure 
could be obtained of the number of cubic cen- 
timeters of blood passing through the lungs 
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“ach minute. In general the decrease in the 
cardiac output following thyroidectomy was 
proportionately greater than the decrease in 
oxygen consumption. In the dogs fed thyroid 
substance the cardiac output increased as the 
oxygen consumption increased, but the rate of 
increase in cardiac output was at first less than 
that of the oxygen consumption, although 
later the output increased rapidly and showed 
a greater relative elevation than the metabolic 
‘ate. This fact led these workers to conclude 
that thyroid substance has a specific effect on 
the myocardium. Fullerton and Harrop found 
the increase in cardiac output to correspond to 
the degree of elevation of the basal metabolic 
rate. 

The velocity of the blood-flow in patients 
with hyperthyroidism before and after treat- 
ment was studied by Blumgart. Gargill and 
Gilligan by means of the radium active deposit 
method. The velocity of blood-flow through 
the lungs was strikingly increased and was 
proportional to the degree of elevation of the 
basal metabolic rate. Four of the 13 patients 
showed signs of mild cardiac insufficiency. In 
these the velocity was slightly lower than in 
those without evidence of heart failure. In the 
latter the velocity of biood-flow through the 
lungs averaged 83 per cent above the normal, 
while the basal metabolic rate averaged 33 per 
cent above the normal. When the B. M. R. 
was lowered by the administration of Lugol’s 
solution or by operation the velocity of blood- 
flow was correspondingly slowed. These same 
investigators studied the velocity of blood- 
flow in 7 patients with myxedema and found 
it to be strikingly slow. the degree of decrease 
corresponding closely with the degree of re- 
duction of the basal metabolic rate. After ad- 
ministering thyroid extract by mouth they 
found a progressive increase to normal in the 
velocity of blood-flow which closely paralleled 
the rise in the metabolic rate. A comparison 
with the increased velocity of blood-fiow in 
hyperthyroidism led them to believe that the 
increased velocity of blood-flow in that condi- 
tion is due to the increased basal metabolic 
rate rather than to a specific toxic effect upon 
the heart. In their work, however, they did 
not differentiate between exophthalmic goiter 
and adenomatous goiter with hyperthyroidism, 
so that the theory of Plummer that in exoph- 
thalmic goiter there is a toxic form of thy- 
roxine elaborated was not tested. If the theory 
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is correct one might expect to find theoreti- 
‘ally that the increase in velocity of blood-flow 
in exophthalmic goiter is not as great in pro- 
portion to the elevation in the basal metabolic 
rate as in toxic adenoma because of the toxic 
effect of the abnormal thyroxine upon the 
functional capacity of the heart. 

The tachycardia in hyperthyroidism has re- 
ceived considerable attention. It is one of the 
constant signs of the disease and is present 
when the patient is at rest and during sleep. 
although there may be considerable variation 
from day to day. Digitalis has relatively lit- 
tle effect upon the pulse rate. Willius and 
Boothby observed an average slowing in the 
pulse rate of 4 beats each minute in patients 
with exophthalmic goiter and of 15 beats each 
minute in patients with adenomatous goiter 
and hyperthyroidism. The slowing of the rate 
was associated with a fairly proportional in- 
crease in pulse pressure. The effect of digitalis 
on heart rate was more marked in patients 
exhibiting auricular fibrillation than in those 
with regular rhythm. H. S. Plummer has 
called attention to the aggravating action of 
digitalis on the symptoms of hyperthyroidism 
and was probably the first to limit its use to 
cases of congestive heart failure. Opposed to 
this view is that of Blalock and Harrison who 
feel that the administration of digitalis is in- 
dicated in hyperthyroidism on the basis of ex- 
perimental work on dogs, in which they found 
the output of the heart in experimental hyper- 
thyroidism to be decreased by digitalis. Bram 
observed the effect of practically all of the pop- 
ular drugs used to influence cardiac action 
and came to the conclusion that, as far as the 
tachycardia was concerned, they were with- 
out tangible effect. On the theory that the 
direct or immediate cause of the excessive 
cardiac activity is an overactivity of the car- 
diac accelerator nerves, in other words sym- 
pathecotonia, he used physostigmine salicylate 
because of its stimulating effect on the au- 
tonomic nervous system. In a series of 200 
cases of exophthalmic goiter the force and rate 
of the heart’s action was reduced in approxi- 
mately 73 per cent of the cases, with improve- 
ment in the subjective and objective symptoms. 
There was improvement in the basal metabolic 
rate, the exophthalmos, and other symptoms 
of the disease. He was led to believe that 


“theoretically, it would appear that a reduc- 
tion of heart rate and force would reduce the 
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vascularity and size of the thyroid gland and 
consequently the excitability of this organ.” 

Sturgis and Tompkins. Minot and Means, 
and Biumgart, Gargill and Gilligan have em- 
phasized the general correlation between the 
pulse rate and the basal metabolic rate. The 
variations of individual measurements, how- 
ever, are considerable and “are probably due 
to the fact that in order to increase the volume 
output of the heart to meet increased metabolic 
demands both the stroke volume and the num- 
ber of beats per minute are increased but in 
varying proportion in different patients, just 
as in normal persons” (Blumgart ef a/). 

So important have the tachycardia and the 
increased pulse pressure in hyperthyroidism 
been considered as indicating the degree of in- 
crease in basal metabolic rate that Read has 
constructed a formula for the prediction of 
the B. M. R. based upon these factors. He 
stated that by this formula’ it was possible to 
predict the B. M. R. within 10 per cent in a 
little more than half of the cases. Jenkins has 
constructed similar formulas’ which he con- 
siders more accurate and has made tables to 
simplify the use of the two factors. He con- 
cludes that this measure should be of value as 
a procedure supplementary and confirmatory 
to basal metabolism determination in the diag- 
nosis of metabolic disease. 

The cause of the tachycardia has until re- 
cently been thought to be a stimulation of the 
sympathetic nerves, an increased production 
of adrenalin or toxic influences on the myo- 
cardium. Within a short period of time sev- 
eral groups of investigators have independent- 
ly proved that these theories are wrong. J. K. 
Lewis and McEachern published the results of 
experiments with rabbits’ hearts which showed 
that the isolated hearts of thyroxinized animals 
persist beating at an accelerated rate. Priest- 
ley, Markowitz and Mann also found that the 
hearts of thyroxinized rabbits when perfused 
beat faster then normals.” In an ingenious 
experiment they demonstrated that the heart 
of a pup which had been anastomosed to the 
vessels of the neck of a large dog beat much 
faster when the large dog was thyroxinized. 
In a large series of rabbits made acutely hyper- 
thyroid by intravenous injection of thyroxine 





1. 0.75 (pulse rate plus 0.74 pulse pressure) minus 72 equals 
basal metabolic rate. 

2. For men: 0.534 pulse rate plus 0.436 pulse pressure minus 
59.94. For women: 9.497 pulse rate plus 0.368 pulse pressure 
minus 57.42. 

3. The few exceptions were probably due to the fact that the 
latent period of action of thyroxine had not been recognized. 
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| found uniformly that the isolated perfused 
hearts beat much faster for many hours than 
the hearts of rabbits not thyroxinized. The 
average rate of the perfused hearts of normal 
rabbits was 140 per minute and that of the 
acutely thyroxinized rabbits was 193 per min- 
ute, an increase of 38 per cent. The effect of 
one injection of thyroxine became manifest by 
the increased heart rate after a latent period 
of 2 days and persisted for 2 weeks. I noted 
in these experiments that the hearts of the 
thvroxinized rabbits were more subject to at- 
tacks of arrhythmia and seemed to beat more 
vigorously than normal. After excision of 
the sino-auricular node of the perfused hearts 
of thyroxinized rabbits the heart rate was still 
greatly increased when compared with con- 
trols, and after auriculo-ventricular dissocia- 
tion was produced by crushing the bundle of 
His the ventricles usually continued to beat 
at an accelerated rate. McIntyre has labori- 
ously completely denervated the hearts of dogs 
and has found that when the animals were 
made hyperthyroid the heart beat faster to 
the same degree as control dogs. These ex- 
periments all showed that thyroxine exerts its 
effect either upon the muscle fibers or upon the 
nerve endings in the myocardium. It remained 
for Cecile Markowitz to show conclusively that 
thyroxine acts directly upon the muscle fibers. 
A study was made of the action of thyroxine 
on tissue cultures of pulsating fragments of 
heart muscle removed from chick embryos 
before the appearance of nerve elements in 
the heart. A progressively greater increase in 
rate of pulsation occurred, ending in some 
cases in fibrillation and paralysis. 

The high incidence of auricular fibrillation 
in hyperthyroidism with or without congestive 
heart failure has been frequently commented 
upon. Willius and Boothby found about the 
same frequency in exophthalmic goiter (22 per 
cent) and in adenomatous goiter with hyper- 
thyroidism (24 per cent). The arrhythmia was 
constant in 8 and 10 per cent respectively, in- 
termittent in 5 and 4 per cent respectively, 
and transient in 9 and 10 per cent respectively. 
The development of auricular fibrillation did 
not depend so much on the intensity of the 
hyperthyroidism as on the duration of the in- 
creased metabolic rate in both conditions. In 
many instances it developed under the stress 
of operative procedures. In my series of 145 
cases of auricular fibrillation in which the 


hearts were studied post mortem there were 
36 cases of exophthalmic goiter and 27 cases 
of adenomatous goiter with hyperthyroidism. 
This study was made in a large clinic in which 
cases of hyperthyroidism are concentrated. In 
the 575 cases of auricular fibrillation reviewed 
by McEachern and Baker, 7.5 per cent were 
due to hyperthyroidism. Stroud, LaPlace and 
Reisinger found 9 instances of auricular fibril- 
lation in their series of 253 cases of arrhyth- 
mia. There were, however, only 8 cases of 
hyperthyroidism out of 781 cases of heart dis- 
sase in the wards of the Pennsylvania Hos- 
pital in three years, and of these 6 had auric- 
ular fibrillation. This fact illustrates not only 
the frequency of the arrhythmia in heart dis- 
ease due to hyperthyroidism but the low inci- 
dence of hyperthyroidism as a cause of heart 
failure (1 per cent in this series). The funda- 
mental cause of auricular fibrillation has never 
been determined, but the fact that it is so com- 
mon in hyperthyroidism and that it usually 
promptly disappears after the alleviation of 
the condition indicates that it is due to a dis- 
turbance of metabolism in the auricles. The 
fact that auricular fibrillation is so much more 
common than ventricular fibrillation may be 
due to the absence of a definite conduction sys- 
tem in the auricles. In my study of the patho- 
logic changes in auricular fibrillation I showed 
that there was no specific histopathologic le- 
sion; in fact, lesions of any kind were just as 
common in hearts which had not fibrillated. 
Other arrhythmias of little significance occur- 
ring in hyperthyroidism are premature con- 
tractions, sinus arrhythmia, paroxysmal tachy- 
cardia, auricular flutter, nodal tachycardia 
and sino-auricular block. —Electrocardio- 
graphic changes in hyperthyroidism are not 
specific, although high T-waves have been 
said to occur rather frequently (Hoffman, 
Krumbhaar, Hamburger ef a/). 

The increase in the pulse pressure in hyper- 
thyroidism is just as constant as the tachy- 
cardia. A relationship between pulse rate and 
pulse pressure in exophthalmic goiter was 
noted by Harris, who concluded that the as- 
sociation of the two does not occur in any 
other condition. Willius and Boothby showed 
that the increase in pulse pressure in exoph- 
thalmic goiter is effected by a moderate in- 
crease in the systolic pressure with a normal 
or slightly lowered diastolic pressure, and that 
in contrast, the systolic pressure in adenoma- 








tous goiter with hyperthyroidism is higher, 
with a correspondingly greater diastolic pres- 
sure. There was an average systolic pressure 
of 147 and an average diastolic pressure of 
73 in the patients with exophthalmic goiter, 
and an average systolic pressure of 153 and 
an average diastolic pressure of 83 in the pa- 
tients with toxic adenoma. They concluded 
from the fact that in adenomatous goiter with 
hyperthyroidism there is frequently an in- 
creased diastolic pressure (often over 100) that 
this disease is often associated with hyperten- 
sion. In this connection Thompson, Dickie, 
Morris and Hilkevitch are of the same opin- 
ion. They found the incidence of hyperten- 
sion to be greater in patients with toxic goiter 
after the metabolism had been restored to nor- 
mal than in the general population, and they 
stated that if the systolic pressure is over 190 
or the diastolic pressure over 100 before treat- 
ment it is practically certain that hypertension 
exists independently. Hurxthal analyzed 458 
cases of toxic goiter but excluded from these 
cases of recurrent persistent hyperthyroidism 
and post-operative myxedema. With these he 
compared 256 cases of non-toxic goiter, Some 
of his conclusions are as follows: (1) the blood 
pressure readings taken under basal condi- 
‘tions are lower than those otherwise taken, 
especially in patients with hyperthyroidism: 
(2) the pulse pressure is increased in hyper- 
thyroidism and decreased in about 50 per cent 
of patients cured; (3) there is no constant re- 
lationship between the height of the systolic 
blood pressure and the basal metabolic rate; 
(4) the average height of the blood pressure 
increases with advancing age; (5) the blood 
pressure in hypertension complicated by hyper- 
thyroidism undergoes, on an average, the same 
change that patients with hyperthyroidism 
without hypertension undergo following opera- 
tion; (6) there is no evidence that hyperthy- 
roidism itself leads to permanent hyperten- 
sion. Davies and Eason, Willius and Haines, 
and Blumgart, Gargill and Gilligan have noted 
that there is a relationship between the pulse 
pressure and the basal metabolic rate, namely, 
that when the latter is low the pulse pressure 
is low, and when it is high the pulse pressure 
is high. The increase in the pulse pressure in 
hyperthyroidism is evidence of the increase in 
blood-flow through the tissues. The peripheral 
vessels are wide open, and this fact, associated 
with the increased velocity of the circulation, 
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accounts for the visible throbbing of the vos. 
sels generally and for the frequently obseryed 
vapillary pulsation. The soft and sometinies 
dicrotic pulse is likewise explained. ‘The 
paroxysmal flushing of the skin is probally 
due to a sudden increase in the intensity of 
these factors. A “pistol-shot” sound may be 
heard over the brachial and femoral arteries 
when the pulse pressure is great. The venous 
blood pressure has been measured in hyper- 
thyroidism and has not been found abnormal 
in the absence of congestive heart failure 
either before or after treatment (Blumgart, 
Gargill and Gilligan). 

A brief discussion of the cardiac murmurs 
in hyperthyroidism is all that is necessary. 
These are common. Willius and Boothby found 


cardiac murmurs in nearly half of their series 


and most writers have commented upon their 
frequency. They are systolic in time and blow- 
ing in character. Often there is one which is 
heard best in a localized area in the third left 
intercostal space, probably due to the changes 
in blood-flow in the aorta and pulmonary ar- 
tery. Another is frequently present in the 
apical region and may or may not have a wide 
‘ange of transmission. This one may be due 
to a functional mitral insufficiency. Both of 
these murmurs disappear after appropriate 
treatment. There is often a systolic bruit over 
the superior thyroid arteries, frequently asso- 
ciated with a thrill. 

Some experimental work has been done to 
compare the survival period of isolated per- 
fused hearts of thyroxinized rabbits with that 
of hearts of non-thyroxinized rabbits. The 
hearts of a series of acutely thyroxinized rab- 
bits were so studied (Yater). These hearts 
continued to beat on the average just as long 
and possibly better than normal hearts. This 
fact supports the thesis that hyperthyroidism 
itself does not often seriously damage the 
heart. 

Studies on the blood volume are of interest 
and probably have a bearing upon the adjust- 
ment of the circulation in hyperthyroidism. 
Wislicki determined the blood volume by the 
dye method, using trypan-red, in a large num- 
ber of patients with exophthalmic goiter and 
found an average increase of about 30 per cent, 
which after proper treatment was promptly 
lost. Chang has found a similar. increase in 
patients with a carbon monoxide method ; those 
treated surgically showed a definite reduction 

















of the blood volume after operation. The use 
of Lugol’s solution was found by both work- 
ers to have an effect in the same direction. 
Several workers (Thompson, Blumgart ef a/, 
and Wislicki) found a reduction of blood vol- 
ume in myxedema with restoration to normal 
after the basal metabolic rate had been ele- 
vated by the use of thyroid extract or thyrox- 
ine, The explanation of the increase in the 
circulating blood volume in hyperthyroidism, 
which affects the plasma and erythrocytes pro- 
portionately, is probably two-fold—(1) con- 
traction of the spleen as in exercise, and (2) 
the effect of thyroxine upon the equilibrium 
of body fluids. An additional factor may be 
the dilatation of the peripheral vascular bed, 
which seems to be associated with the increase 
in the blood volume in arteriovenous fistula. 


Tue MecuanisM UNperLyING THE CrrcuLa- 
TORY CHANGES 

Hyperthyroidism is a condition in which 
there is an acceleration of the rate of meta- 
bolism beyond that which the organism needs 
or which man is accustomed to. This is prob- 
ably brought about by an increase of thyroxine 
in all of the cells of the body. Normally 
whenever the tissues need more oxygen the 
cardiac output is increased. A brief discus- 
sion of the way this demand leads to an in- 
creased cardiac output is essential to an under- 
standing of the thesis about to be advanced 
for hyperthyroidism. The normal heart ejects 
only the amount of blood. brought to it; in 
other words, the amount of blood expelled from 
the ventricles at each beat is determined by the 
degree to which they are filled at the beginning 
of systole (Starling’s “law of the heart”). In 
exercise a greater cardiac output is effected 
largely by an acceleration of heart-rate espe- 
cially in the untrained subject, by the propul- 
sion of blood through veins by the kneading 
action of muscular movements, and by the 
hastening of blood back to the heart by deeper 
and more rapid respirations. The heart accel- 
erates in exercise mainly because of Bain- 
bridge’s reflex, i. e., when the right auricle is 
distended by an increased amount of blood the 
vagi are reflexly inhibited and the accelerator 
nerves stimulated. If the flow of blood into 
the heart during diastole is adequate the ven- 
tricles become almost fully distended early in 
diastole and very little additional blood sub- 
sequently enters them; consequently, an in- 
crease in rate, merely by shortening diastole 
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in diastasis causes very little diminution of 
the output per beat, but allows a considerable 
increase in the minute volume output. This 
rule holds, of course, only up to a certain rate, 
say 150 per minute, when the output begins 
to diminish. In fever the heart is accelerated 
mainly by warming of the sino-auricular node, 
the pace-maker of the heart. In hyperthyroid- 
ism a different mechanism exists. Tachycardia 
is produced by the excessive thyroxine in the 
myocardium. General vascular relaxation al- 
lows the more rapid return of blood to the 
heart. Increased rate and depth of respiration 
(Hofbauer) aids in diastolic filling. The in- 
crease in total circulating blood volume is a 
contributory factor in maintaining the venous 
inflow, so that the heart becomes adequately 
filled in the presence of the tachycardia. That 
the heart beats more vigorously than’ normal 
is indicated by the elevated systolic blood pres- 
sure. Thus may be explained the increased 
cardiac output and velocity of blood-flow as 
purely fortuitous. Great cardiac hypertrophy 
is not necessary because there is no obstruction 
to the flow of blood. The heart is doing more 
work in hyperthyroidism but it is getting a 
sufficiency of oxygen for its own needs, so that 
the restorative processes in the myocardium 
keep pace with the catabolic processes as long 
as there is not a serious degree of general 
malnutrition. Provided, therefore, that the 
heart is healthy to begin with, that the pa- 
tient remains fairly well nourished and that 
he does not further overtax the already some- 
what reduced reserve capacity of the heart, 
there seems to be no reason why it should fail. 
The patient rarely voluntarily overtaxes the 
heart, because of his easy fatigability and the 
dyspnea which comes with moderate exertion. 
This dyspnea on exertion is due to the lowered 
vital capacity of the lungs and the lowered 
reserve capacity of the heart. There are prob- 
ably only three reasons why the heart should 
fail, namely, (1) still greater reduction of the 
reserve capacity of the heart by an extreme 
degree of increase in the metabolic rate and 
general malnutrition, which is relatively rare, 
and which usually causes the whole organism 
to fail rather than the heart alone; (2) dissi- 
pation of the remaining reserve capacity of 
the heart by age or by pathologic conditions 
which cause premature aging of the heart, 
such as hypertension and coronary sclerosis; 
and (3) the occurrence of infections or intoxi- 
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cations which throw an added burden on the 
heart and which may also affect the heart di- 
rectly. 


SumMMary AND CONCLUSIONS 

The following points concerning the circula- 
tion in hyperthyroidism are emphasized: 

(1) Cardiac overactivity is a constant and 
prominent feature of the condition. 

(2) In hyperthyroidism there exists an in- 
creased demand for oxygen which is satisfied 
by a coincidental increase in cardiac output 
and in rate of the circulation. This is accom- 
plished chiefly by the tachycardia, which is 
not due to any of the usual reflex causes, but 
is inherent in the myocardium because of ex- 
cessive thyroxine therein. Subsidiary factors 
are augmented force of the heartbeat, periph- 
eral vascular relaxation, an increase in cir- 
culating blood volume and greater depth and 
frequency of respiration. The tachycardia 
probably accounts for the greatest part of the 
increased cardiac output. It is a well estab- 
lished physiologic principle that, providing 
there is adequate diastolic filling of the heart, 
an increase in its rate will bring about a pro- 
portional increase in minute volume output. 

(3) The vital capacity of the lungs and the 
reserve capacity of the heart are necessarily 
reduced, but as long as restorative processes 
keep pace with catabolic processes this merely 
means limitation of activity of the individual. 

(4) The heart does not become greatly 
hypertrophied and there are no distinctive or 
significant pathologic lesions in the heart. 

(5) Congestive heart failure is net common. 
When it occurs there is some additional re- 
duction of the reserve capacity of the heart by 
other factors, such as age, malnutrition, coro- 
nary sclerosis and hypertension. 
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A Doctor’s Reverie. 

A friend visiting Dr. G. G. Snarr, in Win- 
chester, Va., recently was attracted by the fol- 
lowing lines which the doctor had penned at 
the end of a day’s work, and asked permis- 
sion to have them published in the Monruty. 
It is a pleasure to reproduce them, as we are 
sure many doctors have had the same feelings 
but may have lacked the artist’s conception to 
portray them: 

“I may not have had as many pat’ents today as 
I had yesterday but the other man has to live also. 

“Did I lose a patient by dissatisfaction today? If 
so, I tried to do my best and I believe others have 
the same experience and I will not hold malice to- 
ward them. 

“Did I make an ugly remark about my fellowman, 
either with the motive of avarice or in a fit of anger? 
I hope not and I will not do it again even if he does. 

“Did I do all in my power for the good of my pa- 
tients in the kindest way possible? I tried to. 

“If I am tired late in the day after some difficult 
operations and a busy day’s work, and I am not as 
kind as you think I should be, please tell me so that 
I may apologize and improve in manner and practice. 

“Honesty, Kindness and Charity are cherished by 
everyone.” 

















INFANT FEEDING.* 


JAMES B. STONE, M. D., Richmond, Va. 


Infant feeding has been described as “the 
science of the physiological action of those food 
constituents necessary to life and growth and 
as the art of their application in such quanti- 
ties and proportions as to best meet the physio- 
logical requirements and developmental and 
pathological limitations peculiar to each age 
and to each individual.” 

Until the latter half of the Nineteenth Cen- 
tury, infant feeding was almost entirely of an 
empirical nature. Scientific infant feeding 
had its beginning in Europe in the work of 
Biedert, starting in 1869. He made extensive 
studies on the chemical and physiological prop- 
erties of cow’s milk as compared to human 
milk. In this country at about the same time 
Rotch and Jacobi were also doing pioneer work 
in this field. 

In the last three decades there have been 
many and rapid advances in the science and 
art of feeding babies. The importance of 
this subject can be appreciated by a study of 
mortality figures. It has been estimated that 
“one-fourth of the civilized race die during 
the first year of life, and that 60 per cent of 
these deaths are due to nutritional disturbances, 
while a large portion of the other 40 per cent 
are primarily dependent upon impairment of 
the infant’s constitution by improper feeding.” 
In the feeding of infants it is necessary to 
keep in mind not only the immediate disturb- 
ance of digestion, but also the remote conse- 
quences of improper management. Errors in 
feeding may lead to such disorders as rickets, 
scurvy, and general malnutrition, and these 
conditions in turn predispose to other diseases. 

Many methods or systems of infant feeding 
have been advanced, and each has had its ar- 
dent supporters. The various systems each 
have merit, but no general rule of feeding will 
apply to all babies. 


INDIVIDUALIZATION NECESSARY 

Different types of infants must be recognized. 
The full term strong active normally developed 
child presents much elasticity in both his food 
requirements and food tolerance, and will do 
well in spite of much mismanagement. How- 
ever, there are many variations from this type. 
We have, for example: (1) the over-weight in- 
active child whose food requirements are below 
the theoretical requirements, (2) the under- 





*Read before the Alleghany-Bath County Medical Society, Sep- 
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weight infant who needs more than his wei: ht 
‘alls for, but who will not gain rapidly on 
any food, and has to be treated with patieice 
rather than over anxious effort to bring about 
a rapid increase in weight, (3) the constiiu- 
tionally inferior child who cannot in any way 
be made to grow and develop at the usual rate, 
and (4) the child with definite loss of diges- 
tive capacity due to previous inadequate nouwr- 
ishment. There are many other variations. 
Each infant needs to be considered as an inii- 
vidual problem. In the words of Jacobi: “You 
cannot feed babies with mathematics; you must 
feed them with brains.” The rate of growth, 
the state of nutrition and the stage of develop- 
ment all enter into the determination of the 
individual infant’s food requirements. 


MerapoitsM, EssenriaL Foon Components, 
AND PuystoLoGy or DiGrs7Tion 

The successful and intelligent feeding of in- 
fants demands an understanding of some of 
the fundamental facts regarding metabolism, 
food components, and their digestion in in- 
fancy. 

Metabolism and Food Components.—Meta- 
bolic processes are more active in the infant 
than in the adult, and the energy requirements 
are relatively greater. Food must be supplied 
not only to replace what is lost in the ordi- 
nary wear and tear of living, but to meet the 
needs for growth. New tissues must be built 
up, and to meet this requirement more food 
must be furnished than is needed to meet the 
replacement demands. The caloric require- 
ments during the first week or ten days of 
life are low, 25 to 35 calories per pound of 
body weight; after this, usually up to about 
six months, the requirement is from 45 to 55, 
and from six to twelve months 40 to 45 calo- 
ries per pound. 

The calories necessary to meet the total body 
requirements must be obtained from food that 
is both quantitatively: and qualitatively cor- 
rect. It must contain adequate amounts of 
protein, carbohydrate, fat, minerals, vitamines, 
and water. 

All proteins do not have the same composi- 
tion. To be suitable for infant feeding the pro- 
tein must contain certain essential amino acids. 
Such protein is found in both human and 
cow’s milk, though the proportions of these 
amino acids differ in the two milks. ‘The nor- 


mal infant’s protein requirements are met when 
he receives approximately 2'% ounces of breast 























19533 | 


milk. or 1% ounces of cow’s milk per pound 
of body weight per day. These quantities sup- 
ply about 1 gram of protein per pound in the 
case of the breast fed infant, and about 134 
gram per pound in the case of the infant fed 
on cow’s milk, and furnish the amino acids es- 
sential for normal growth. These figures are 
for the infant of normal weight for his age 
and need to be correspondingly increased for 
the underweight infant. It is better to feed 
a slight excess of protein than too little. 

The carbohydrate needs are about 5 or 6 
grams per pound of body weight per day, and 
in the case of the artificially fed infant this 
calls for the addition of about 1 part of 
carbohydrate to each 11 to 20 parts of milk 
used in the formula, depending on the age and 
condition of the infant. The carbohydrates 
most generally used are milk sugar, cane sugar, 
or the dextrin and maltose mixtures, such as 
dextrimaltose, Karo, and Mellin’s Food. In 
choosing the carbohydrate, consideration must 
be given to the ease of digestion and absorp- 
tion, the degree to which it is fermented in 
the gastro-intestinal tract, and the amount of 
irritation that it causes. From these stand- 
points the sugars composed largely of dextrin 
and maltose mixtures seem to more nearly meet 
the needs of the average infant, though the 
others also can often’ be used with good re- 
sults, and in certain cases may be especially 
indicated. 

Fats are desirable on account of their caloric 
value and for their vitamine content. Breast 
milk that meets the infant’s caloric needs con- 
tains an adequate amount of fat. Likewise, 
when whole cow’s milk is fed in sufficient 
amount to meet the infant’s protein needs, suffi- 
cient fat will also be supplied. Of the differ- 
ent food elements fat is the most difficult to 
digest, and extra rich cow’s milk is rarely if 
ever indicated in infant feeding. 

Both breast milk and cow's milk when fed 
in amounts sufficient to meet the infant's pro- 
tein needs provide an adequate amount of the 
inorganic minerals, with the possible excep- 
tion of iron in the case of cow’s milk. The 
full term infant has a fair amount of iron 
stored in the liver at birth, but this reserve 
supply is usually nearly exhausted by the age 
of six months unless an extra amount is given 
from some other source than cow’s milk. Due 
to this small amount of iron in cow’s milk it 
is usually desirable soon after the age of six 
months to provide the artificially fed infant 
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with extra iron in the form of green vegetables, 
meat juice, egg yolk and cereals. 

The water requirement in infancy is rela- 
tively high. Insufficient water is incompatible 
with normal growth and development, and in 
certain cases where there is marked vomiting 
or diarrhea leading to an excess of output 
over intake of water a very serious condition 
of dehydration may arise and eventually lead 
to a fatal termination. The daily fluid re- 
quirement of the normal infant varies from 
2 to 3 ounces per pound of body weight. When 
artificially fed infants are given concentrated 
formulas, a considerable quantity of additional 
water should be offered between feedings. 

The vitamines are essential to health, though 
their chemistry and mode of action is not 
clearly understood. Those known to be essen- 
tial for infants are A, B, C, and D. The fat 
soluble A and D vitamines should be added 
to the diet of all artificially fed and many 
breast fed infants by the end of the first month 
of life. They are best supplied by cod liver 
oil. Viosterol provides D but not A and so 
is not an adequate substitute for cod liver oil. 
Haliver oil has also been successfully used as 
a source of A and D. 

Vitamine C should be given all artificially 
fed infants by the second or third month. 
Orange juice or tomato juice may be used to 
furnish this yitamine. 

When an adequate amount of milk is being 
given it is rarely necessary to resort to addi- 
tional sources of supply of vitamine B. Be- 
sides being in milk, vitamine B is widely dis- 
tributed in nature and with the addition to 
the diet of other foods than milk extra amounts 
of this vitamine are provided as the infant 
grows older. Marriott states that he has rarely 
if ever observed beneficial effects which could 
be attributed to the administration of extra 
vitamine B. 

Digestion —Consideration must be given to 
the manner of digestion of the different food 
elements in the gastro-intestinal tract, in order 
to understand the problems presented in in- 
fant feeding. 

In the infant’s stomach the milk casein is 
coagulated by rennin, and under the influence 
of the pepsin rennin ferment, in the presence 
of the stomach acid. protein digestion is be- 
gun, though the process of digestion in the 
stomach is very incomplete. Normally there 
is enough acid in the stomach to inhibit the 








178 VIRGINIA 
growth of bacteria, and though the combined 
duodenal secretions are alkaline, the chyme 
emptying from the stomach is sufficiently acid 
for the inhibitory effect on the growth of 
bacteria to be continued in the duodenum and 
upper jejunum. Under the influence of the 
pancreatic ferments, bile, and succus entericus 
of the small intestine, the digestion of protein 
and carbohydrate is continued and digestion 
of fats is begun and continued throughout the 
small intestines. Protein is normally absorbed 
after being converted to amino acids; the car- 
bohydrates are absorbed as monosaccharides 
and the fats chiefly as fatty acids and gly- 
cerine. In the large intestine there is much 
absorption of water, but very little digestion 
or absorption of food elements. 

Conditions That Influence Digestion —Rela- 
tive to the effect on digestion of the food itself, 
neutralization to an excessive degree of the 
normal stomach acid interferes with gastric 
digestion and slows the emptying of the stom- 
ach, and by rendering the contents of the up- 
per intestinal tract less acid, or even alkaline, 
promotes the abnormal growth of bacteria in 
the jejunum and duodenum with resulting im- 
pairment of digestion. In the presence of the 
lowered acidity and impaired digestion, bac- 
terial action on the carbohydrates may lead to 
the formation of organic acids that are irri- 
tating to the intestine. Excessive carbohydrate 
fermentation also leads to interference with 
the digestion of other food elements. There is 
lessened absorption of the fats in the presence 
of excessive carbohydrate fermentation and in 
the case of cow’s milk feedings there is likely 
to be irritation from the lower members of 
the fatty acid series. The abnormal presence 
of bacteria in the upper intestine may also, by 
their proteolytic activity, lead to gastro-intes- 
tinal disturbances, 

In addition to the above factors, the infant’s 
digestion is markedly influenced by conditions 
outside of the gastro-intestinal tract. Malnu- 
trition, fever, high external temperature, chill- 
ing of the body surface, fright, pain or in- 
fection of any kind all lead to impaired diges- 
tion, probably due to interference with the 
secretion of the normal digestive ferments. 


Breast Frepine 
A good quality of breast milk from a healthy 
mother on an adequate diet is recognized as 
the best infant food. It is more readily di- 
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gested, is free from harmful bacteria, and the 
infant runs less chance of being upset through 
errors in the preparation of the feedings. In 
general, babies fed on a good quality of breast 
milk are healthier than those on artificial food. 
Such milk contains all the food elements 
needed for the nutrition of the infant during 
the first six months of life, with the possible 
exception of the vitamines of cod liver oil. 

Attention to the diet and hygiene of nurs- 
ing mothers will enable a large percentage of 
them to nurse their babies during the impor- 
tant early months of life. The milk of a 
healthy mother usually agrees with the baby 
if it is sufficient in quantity, and the baby is 
nursed regularly. However, prolonged at- 
tempts to feed exclusively on breast milk that 
is inadequate and on which the baby is evi- 
dently not thriving. should be avoided. When 
approximately half of the infant’s food 
quirements can be supplied by the mother’s 
milk, nursing should be continued and _ the 
de‘cit made up by complemental feedings 
given just after one or more of the nursings. 
After six months of age other articles of diet 
to be mentioned later should be added. 


re- 


ARTIFICIAL FEEDING 

In the absence of an adequate supply of hu- 
man milk it is necessary to provide the infant 
with an artificial food. In this country the 
most usual substitute for mother’s milk is some 
form of cow’s milk mixture. No one method 
of preparing the arti‘cial feedings is to be 
considered the only correct one. Equally good 
results have been obtained by workers using 
different feeding methods. 

As stated by Marriott, the requirements of 
a satisfactory artificial feeding are: 

1. Sufficient calories. 

2. Sufficient protein, carbohydrate, mineral 
salts, water, and the vitamines A, B, C and 
D. 

3. There must be no harmful bacteria pres- 
ent. 

4. The food must be digestible. 

Intelligent application of these principles 
will produce good results whatever system of 
feeding is followed. 

Cow’s milk to which carbohydrate is added 
will supply sufficient calories, and in proper 
proportions will supply the essential food ele- 
ments mentioned, including the B vitamine. 
The A and D vitamines are added in the form 








7s We 


‘— 


oo 








of cod liver oil, or by cod liver oil in con- 
junction with Viosterol, sunshine, or ultra- 
violet irradiation. Addition of orange juice 
or tomato juice provides the needed C vi- 
tamine. Harmful bacteria are eliminated by 
using boiled or pasteurized milk. sterilizing all 
utensils, and exercising scrupulous care in the 
handling and giving of the food. 

The digestibility of the food is an important 
consideration. There are certain striking dif 
ferences between human milk and cow’s milk, 
and various methods are employed in the 
modification of cow’s milk to render its digest- 
ibility more nearly equal to that of human 
milk. 


COMPARISON OF Cow’s MitkK anp Human 


Mink 


Raw cow’s milk in the infant’s stomach is 
coagulated to form large tough casein curds 
that are not easily penetrated by the digestive 
juices, and consequently are difficult to digest. 
This condition is corrected to varying degrees 
in numerous ways, such as: boiling the milk, 
cr subjecting it to even higher temperature 
(as in the case of evaporated and dried milks), 
by dilution with water or cereal gruels, or 
by the addition of lime water or acid, all of 
which procedures lead to changes in the phys- 
ical properties of the casein. Furthermore, the 
high buffer content of cow’s milk renders it 
less digestible on account of its neutralizing 
effect on the stomach acid. This effect may 
be overcome by the addition of acid to the 
milk. This not only lowers the buffer value 
of the milk, and so spares the acid of the 
stomach, but also results in the precipitation 
of casein curds in a fnely divided form, and 
in this way makes them more easily digested. 
Diluting cow’s milk to about 1/3 strength also 
lowers the buffer value to approximately that 
of breast milk. However, this degree of dilu- 
tion also lowers the caloric value to such an 
extent as to make it difficult to give the infant 
an adequate amount of food. The objection 
to the addition of alkalis to the formula is 
their neutralizing effect on the normal stom- 
ach acid, 


The protein of cow’s milk is about 85 per 
cent casein, whereas in human milk about two- 
thirds of the protein is lactalbumin which is 
much more easily digested and contains a 
larger proportion of the essential amino acids. 

The fat of cow’s milk is coarser than in hu- 
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man milk. This is largely overcome by the 
process of homogeneization in case of the evap- 
orated and dried milks. About 50 per cent of 
the fat in human milk is in the form of the 
sasily digested tri-olein, while in cow’s milk 
there is a much larger proportion of the tri- 
palmitin and tri-stearin which are more diffi- 
cult to digest. Cow’s milk fat also has a larger 
proportion of the glycerides of the volatile 
fatty acids which are more-apt to cause irri- 
tation when broken down in the intestinal 
tract. 

The sugar is the same in cow’s milk as in 
human milk, though the latter contains a 
higher percentage. 

With the exception of iron, the mineral con- 
stituents of cow’s milk are more abundant than 
in human milk, 

The vitamines A, B, C and D are all present 
in cow’s milk, but C is destroyed by heating. 
Extra additions of A and D are needed even 
more than in the case of breast fed infants. 
C should be added in the form of orange juice 
or tomato juice. 


Wuote Sweer Mitk Mixtvres 

The full term healthy infant can usually be 
successfully fed on simple mixtures of whole 
sweet milk, sugar and water. There is con- 
siderable variation in the food needs and the 
digestive capacity of different infants. Con- 
sequently, the formula for the individual in- 
fant cannot be prepared by any fixed rule of 
thumb. However, certain general principles 
may be followed to advantage. and variations 
made according to the needs of the individual 
child. 

It is necessary to consider the weight, age. 
size, appetite, previous health, and present 
general condition of the baby in calculating 
the formula. The weight is probably the most 
important single item, and due allowance 
should be made for any marked variation from 
the usual weight at a particular age. Food 
requirements should be figured on the basis of 
approximately an average between the actual 
and the expected weight, leaning toward the 
expected weight for the given age. Keeping 
this in mind, the amount of whole milk to 
be used in the formula to supply the protein 
needs will be from 11% to 2 ounces per pound 
of body weight. This quantity of milk also 
furnishes an adequate amount of fat. Car- 
bohydrate is added to increase the caloric 
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value and also aid in the proper utilization 
of the fat and protein to be assimilated. The 
amount of carbohydrate to be added in the 
early months of life should be about 1 part 
to each 11 or 12 parts of milk, which amounts 
to about 114 ounces to each pint of milk used 
in the mixture. After six months the car- 
bohydrate is reduced to about 1 part to 15 
and after 8 months to about 1 part to 20 or 
30 of milk. Usually a larger amount of car- 
bohydrate in the form of dextrin and maltrose 
mixtures can be used than of either lactose or 
cane sugar. The above quantities may, of 
course, need to be reduced to meet the diges- 
tive capacity of some infants. Water is added 
both to make the mixture more digestible and 
to meet the fluid needs of the body. In order 
to supply the fluid needs of the infant the 
total formula should contain from 214 to 3 
ounces per pound of body weight. The differ- 
ence between this total fluid requirement and 
the amount of milk used is the quantity of 
water needed in the formula. If more con- 
centrated formulas are used, the additional 
water must be given between feedings. Ex- 
cepting those cases in which there is a small 
gastric capacity it is well to give this water 
as part of the formula, since by this dilution 
the food is rendered more digestible. Depend- 
ing on the age of the child, feedings are given 
at 3 or 4 hour intervals, the number of feed- 
ings in 24 hours during the first vear being 
7, 6 or 5. The quantity per feeding is the 
total formula divided equally among the num- 
ber of feedings to be given. The largest quan- 
tity of milk given in 24 hours should rarely, 
if ever, exceed one quart, nor the total formula 
be more than 40 ounces. 

As a rule it is better to start with a slightly 
more dilute mixture than what is stated above, 
and increase the strength as the digestive ca- 
pacity of the infant becomes evident. Some- 
what smaller feedings are also indicated dur- 
ing the first week or ten days of life. 

The milk and sugar solution should be 
boiled throughout the first year, and in most 
cases this can be continued to advantage 
through the second year. Boiling makes the 
food more digestible and frees it from harm- 
ful bacteria. The use of cereal water as a 


diluent also helps to prevent the formation of 
large tough curds in the stomach and is often 
of value in promoting the digestibility of the 
mixture, 
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Increases in the formula should be nade 
gradually and as a rule only one ingred ent 
changed at a time. The child’s appetite, 
weight curve, and state of digestion as indi- 
cated by the stools are useful guides in deter- 
mining the rate at which the food is to be in- 
creased, 

For the sake of their vitamines, cod liver oil 
and orange juice or tomato juice should be 
given by the end of the first month. Cod liver 
oil or viosterol are often needed at an earlier 
age, especially in the case of the premature 
infant. Other foods than milk are also needed 
by about the sixth month. This is partic- 
ularly true of the artificially fed infant because 
of the deficiency of iron in cow’s milk. To 
make up for the deficiencies of the milk, cooked 
cereals and vegetable soups are added at about 
this time, and soon followed by egg yolk, meat 
juice, vegetable puree (especially from the pig- 
mented vegetables), meat broths, and stewed 
fruits. With the addition of carbohydrate in 
the form of starch. the sugar in the formula 
is gradually reduced, until it is all eliminated 
by about the twelfth month. 


Evaporatep MILK 

Unsweetened evaporated milk has certain 
distinct advantages in the feeding of some in- 
fants who do not thrive on fresh sweet milk 
mixtures. Evaporated milk has been concen- 
trated to about twice the strength of whole 
milk. Diluting with an equal volume of water 
gives approximately a reconstituted whole 
milk. The chief advantages of evaporated 
milk are its uniformity of composition, greater 
digestibility, and freedom from bacteria. In 
the process of manufacture, the milk is homo- 
genized so that the fat globules are reduced 
to a very minute size. The protein is so 
changed by the heating process that when 
acted on by the stomach secretions, very fine 
curds, comparable to those from breast milk, 
are formed. Furthermore, the protein of evap- 
crated milk has been so changed as to make 
it less likely to produce allergical reactions in 
those infants sensitized to cow’s milk protein. 
The buffer value of evaporated milk is very 
similar to that of fresh cow’s milk. The C 
vitamine is destroyed by the heating and both 
this factor and the A and D vitamines need 
to be added as in the case of feeding on 
sterile fresh milk mixtures. . 

Evaporated milk formulas are prepared simi- 
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lar to the fresh sweet milk mixtures, remem- 
bering that one part of evaporated milk is 
equivalent to two of fresh milk. The evap- 
orated milk, being already sterile and homo- 
genized, does not need to be boiled. Being 
more easily digested it can be fed in some- 
what higher concentrations than fresh sweet 
mill; but when this is done additional water 
should be offered between feedings, especially 
in hot weather, 


Aciy MILks 

Sweet milk, whether fresh or evaporated. can 
be rendered more digestible by lactic acid 
whether from the growth of lectie acid pro- 
ducing bacteria, or by the addition of chem- 
ically pure lactic acid. A number of other 
acids than lactic have a similar effect. Orange 
juice, lemon juice, hydrochloric acid, and pure 
citric acid have all been used for this purpose. 
Lactic acid has had more general use than 
the others. 

Acidifying the milk neutralizes a portion of 
the buffer substances present, so that when it 
is fed the acidity of the stomach contents at 
the height of digestion is more nearly like that 
found when breast milk is given. The acid 
precipitates the casein curds in a very finely 
divided state and so makes them more easily 
digested. The acidity also inhibits the growth 
of bacteria, favors emptying of the stomach, 
and promotes the flow of bile and the pan- 
creatic and intestinal digestive juices. The 
relatively greater acidity of the upper intes- 
tinal tract when acid milk is fed also favors 
the absorption of calcium salts, and tends to 
prevent the abnormal activity of bacteria in 
causing carbohydrate fermentation in this por- 
tion of the intestines. The quick absorption 
of the acid. together with the increased secre- 
tion of the alkaline intestinal juices usually 
renders the lower portion of the intestinal 
tract strongly alkaline. 

The acid milk mixtures are said to approxi- 
mate human milk in digestibility and can 
usually be fed with much less dilution. They 
are especially of value in the feeding of pre- 
matures or in other cases where there is a 
deficiency of acid in the stomach or a small 
gastric capacity, so that a large volume of 
food cannot be taken at a feeding. Also, many 
undernourished or delicate infants will do much 
better on acidified milk than on sweet milk. 


Carbohydrate is added in amounts similar to 
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those used in sweet milk formulas; that is, 
about 114 ounces to each pint of milk up to 
six months of age, and in gradually lessening 
amounts from six to twelve months, when it 
is usually eliminated. When concentrated 
formulas of acid milk are fed, extra water 
should be given between feedings to meet the 
infant’s fluid requirements. 

When acidified milk is prepared with U.S.P. 
lactic acid, from 1 to 114 teaspoons of the acid 
is used to each quart of milk (one teaspoonful 
of lactic acid contains approximately 100 
drops). The milk should be boiled and thor- 
oughly cooled and the acid added slowly, a 
few drops at a time, while constantly stirring. 
Or the acid can be added to the water to be 
used in the formula, and this acid water poured 
slowly into the cold boiled milk, while con- 
stantly stirring. In preparing these formulas 
it is important that the milk be coo/, after hav- 
ing been boiled, and that the acid be added 
slowly, while constantly stirring. If these pre- 
cautions are not observed, large curds may 
form and make the milk unsuitable for feeding. 

Karo syrup, or one of the dextrin and mal- 
tose mixtures, is the carbohydrate of choice in 
these feedings. This can be boiled in the milk 
or water before the acid is added, or in the case 
of the older infants may be stirred directly 
into the acid milk. 

Acid feedings may be prepared from evapo- 
rated milk, using only half as much evaporated 
milk as fresh milk, It is not necessary to boil 
the evaporated milk. 

Acidified evaporated milk has the combined 
advantages of sweet evaporated milk plus those 
of acidified fresh milk. 

The curds from bacterially soured milk are 
somewhat finer than those in milk soured by 
addition of lactic acid, but clinically there 
seems to be little practical difference in the 
digestibility of the two. 

Some authorities advocate the feeding of 
undiluted lactic acid milk practically from 
birth, but others claim to have obtained better 
results with dilutions similar to the dilutions 
made in sweet milk formulas. Additional wa- 
ter needs to be given between feedings if not 
included in the formula, and my own practice 
has been to dilute the acid milk with the quan- 
tity of water theoretically needed to meet the 
infant’s fluid requirements. Exception to this 
is made where there is evidence of small stom- 
ach capacity. 
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Foops Neepep tN First Yrar 

Normal infants can be fed in a variety of 
ways, but during the first year the nutritional 
requirements can be met by using simple mix- 
tures of sweet or acid milk, sugar and water 
for the formula; starting orange juice and cod 
liver oil in the early months, and supplement- 
ing these articles with cereals, vegetable soup, 
egg yolk, meat juices or broths, and strained 
vegetables during the second six months. 


Proprietary Foops 

A number of dried and powdered sweet milk 
preparations as well as acid ones are available, 
and some of these, when diluted with the proper 
amount of water, make a reconstructed milk 
entirely suitable for use in infant formulas. 
Some allergic infants with marked sensitiza- 
tion to the protein of cow’s milk have been 
successfully fed on a preparation of soy bean 
flour called “Sobee” (Mead Johnson & Co.). 
Sweetened condensed milk has too little pro- 
tein, fat, and minerals for it to be suitable as 
an infant food over any long period of time. 


Foops NEEDED IN SECOND YEAR 

During the early part of the second year, 
four or five feedings a day are given. This 
number is soon reduced to four meals, and 
later to three before the end of the year. Un- 
diluted whole milk, sweet or acid, is given in 
quantities varying from a pint to a quart daily. 
sesides milk, the diet should contain cereals, 
bread, green and starchy vegetables, eggs, 
broths, meat (preferably beef, lamb, mutton, 
chicken or fish), citrous fruits and cooked 
fruits. Simple desserts, though not essential, 
may be given. Included among those preferred 
are simple custards, rice or cornstarch pud- 
dings, junket, and cooked fruits. 


Compete History anp PHysicat 
EXAMINATION IMVoORTANT 

The successful feeding of all infants is not 
an easy matter. Many factors other than the 
actual food often have a tremendous influence 
on the child’s digestion. When this fact is 
kept in mind, the importance of a careful and 
detailed history and physical examination is 
evident. Failure to thrive may mean poor 
hygienic management, an environment  sur- 
charged with nervous tension, organic disease 
or infection, or any one of a number of con- 
ditions far removed from the gastro-intestinal 
tract. The explanation of a sudden attack of 
loose stools, for example, may sometimes be 
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found by looking at the baby’s throat and (lis. 
covering a pharyngeal infection; or examina- 
tion of the ears with an otoscope may disclose 
an inflamed eardrum as the causative factor. 
These and other possibilities should be elimi- 
nated before the difficulty is attributed to the 
food itself. 
SuMMARY 

1. Infants cannot be successfully fed by 
any one fixed rule. 

2. Infant feeding is based on due obsery- 
ance of fundamental principles regarding the 
infant’s needs and digestion, and in the ap- 
plication of these it is necessary to make due 
allowance for variations in the individual. 

3. Metabolic and digestive conditions in the 
infant present certain differences from those 
in older children or adults. 

4. Breast feeding is to be preferred when 
the quantity and quality of the milk is ade- 
quate, but efforts to continue feeding exclu- 
sively on the breast a baby who is evidently 
not getting sufficient food should not be un- 
duly prolonged. 

5. There are fundamental differences be- 
tween human milk and cow’s milk. ‘These 
differences are pointed out and methods of 
modifying cow’s milk to make it suitable for 
infant feeding are described. 

6. Food requirements other than milk dur- 
ing the first two years are discussed. 

7. Many factors other than the food itself 
influence digestion, and a complete history and 
careful physical examination are of utmost 
importance in determining the infant’s needs 
and digestive capacity, and in solving the prob- 
lems presented by the individual case if suc- 
cess in infant feeding is to be attained. 
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Woman’s Auxiliary, 
to the 


Medical Society of Va. 


President—Mrs. Wi.LIAM LETT Harris, 1112 Matoaka 
St., Norfolk. 

President-Elect—Mrs. JOSEPH PEAR, 3012 Monument 
Ave, Richmond. 

Recording Secretary—Mnkrs. FLETCHER J. WRIGHT, 49 S. 
Market St., Petersburg. 

Corresponding Secretary—Mrs. CHARLES A. SAUNDERS, 
1000 Gates Ave., Norfolk. 

Treasurer—Mrs. REUBEN F. S1IMMs, 2034 Park Ave., 
Richmond. 


News from Local Auxiliaries. 
Warwick County AUXILIARY 

The Woman's Auxiliary to the Warwick 
County Medical Society which was formed the 
latter part of February, held its second meet- 
ing on April 12, 1933, with Mrs. W. S. Snead, 
President, presiding. 

Plans were discussed for a card party to be 
given on May 10th, the proceeds of which are 
to go to charitable work. 

The Auxiliary is showing much enthusiasm 
in its work and expects to accomplish much 
good in the future. 

Mrs. J. W. Sayre. 
Corresponding Secretary. 





This Auxiliary has sixteen members, with 
the followings officers : 


See, Ae ee ia wok sa dddoaen nee President 
Mrs. E. L. ALEXANDER-----~-~- First Vice-President 
Mas, A. A. Camier.......... Second Vice-President 
Mus. L. B. Sropps......... Third Vice-President 
ee. Gi. 2, WEN. 28 oe cin ce Treasurer 
Mrs. J. W. SAYRE..-~-.--. Corresponding Secretary 
Mas. C. B. CourTaty.._...... Recording Secretary 





James Ciry, New Kenr AUXILIARY 

Mrs. J. R. Tucker, of Williamsburg, held a 
meeting at her home, May 8. 1933, to organize 
the Woman’s Auxiliary to the James City, 
New Kent Medical Society. Mrs. W. L. 
Harris, State President of the Medical So- 
ciety of Virginia Auxiliary, was present and 
gave a talk on the subject of health and work 
that other auxiliaries are doing, explaining the 
aim, purpose, and necessity for such an organi- 
zation. Mrs. M. N. King, of Norfolk, Chair- 
man of this district, assisted Mrs. Harris in 
the organization of the Auxiliary and also 
gave a very interesting talk. 

Mrs. W. S. Snead, of Newport News, Presi- 
dent of Warwick County Auxiliary, gave a 
talk on the work that they are doing at the 





present time. Mrs. J. J. Cullinan, of Hamp- 
ton, President of Elizabeth City County Auxil- 
lary, was also present. 

The meeting was called to order by Mrs. 
W. L. Harris and the following officers were 
elected : 


Mrs. J. RANDOLPH TUCKER... -.- ---- President 
Bs ts eo pac oe nk Vice-President 
POR, 2h. i. WN ok acon aonesidcunen Secretary 
Pane. Te. B. ievincccsecncccacccnuncus Treasurer 


The Auxiliary will sponsor health work, ad- 
vance health education in cooperation with 
clubs, and health work in James City, New 
Kent Counties, 

Members present were Mrs. J. R. Parker, 
Mrs. A. M. Sneed. Mrs. T. B. Henderson, Mrs. 
L. V. Henderson, Mrs. B. I. Bell, Mrs. J. R. 
Tucker, Mrs. W. L. L. Smoot, Mrs. E. T. 
Terrell, and Mrs. E. B. Kilby. 

The next meeting will be held at the home 
of Mrs, A. M. Sneed, May 29, 1938, at 3:30 
rs 

Mrs. E. B. Kinpy, Secretary. 
NorFoLtkK Country AUXILIARY 

The Woman’s Auxiliary to the Norfolk 
County Medical Society met in the Medical 
Hall at half past two o'clock Wednesday after- 
noon, May 10th. Fifty members were present. 
There were interesting reports from the va- 
rious Chairmen of Sections on the work that 
has been done. 

Mrs. N. G. Wilson had written a sketch of 
the life of our late and dearly beloved Dr. 
Kirkland Ruffin, which was read by Mrs. T. S. 
Garnett. Jr. 

Mrs, Southgate Leigh read an interesting re- 
port of the cost of medical care. 

The contest sponsored by the Auxiliary for 
the best paper written by children of the 
Junior High schools brought in more than 600 
papers, many of them being unusually fine. 
The two prizes—gold pieces—were awarded 
by Mrs. Redwood, and the papers read by 
the young writers. The best paper from 
Ruffner was won by Virginia McDonald, and 
the prize awarded at Blair was presented to 
Louis Reeves. 

A letter of resignation was read from the 
President-Elect, Mrs. Charles A. Saunders. 
Owing to ill health she is unable to assume 
her duties. The resignation was accepted with 
sincere regret. Mrs. James B. Abbitt was 
elected to fill this position. 

Mrs. Franklin D. Wilson, President of the 
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Auxiliary entertained the members of the 
Auxiliary at a garden party at her lovely sub- 
urban home. Rrefreshments were served by 
the members of the Junior Auxiliary, and a 
most delightful afternoon was spent. 
Emity T. ALLEN. 
Publicity Chairman. 


Truth About: Medicine 


In addition to the articles previously enumerated, 
the following have been accepted: 
Cutter Laboratory 

Polyanaerobic Antitoxin, Prophylactic (Tetanus- 

Gas Gangrene Antitoxin). 
Polyanaerobic Antitoxin, Therapeutic (Gas Gan- 
grene Antitoxin). 

E. Fougera & Co. 

Capsules Lipiodol—Lafay, 0.5 Gm. 

Tablets Lipiodol—Lafay, 0.04 Gm. 
Merck & Co., Inc. 

Calcium Gluconate—Merck. 

Phenobarbital Sodium—Merck. 
G. D. Searle & Co. 

Sodium Morrhuate 5% with Benzyl Alcohol. 

Propaganda for Reform 

Crazy Crystals—During the past year a large 
number of inquiries have come to the Bureau of In- 
vestigation for information on the product known 
as “Crazy Crystals,” put out by the Crazy Water 
Company, of Mineral Wells, Texas. According to 
the advertising, Crazy Crystals are nothing more 
mysterious than the mineral constituents evaporated 
“from the mineral waters found at Mineral Wells, 
Texas, and Thorndale, Texas.” In the earlier days 
the product that was most advertised was Crazy 
Water, although there was also sold “Crazy Water 
Concentrated,” which was said to be Crazy Water 
that had been evaporated to one-fifteenth of the bulk 
of the natural water. Later, when the thing devel- 
oped commercially, there seem to have been four 
Crazy Waters, presumably from four different wells. 
According to the analyses furnished, all four con- 
tained the same ingredients, but these ingredients 
varied in quantity. In all of them, however, Glaub- 
er’s salt (sodium sulphate) was the predominating 
ingredient.. But whatever one accepts as the cor 
rect composition of the various Crazy Waters it must 
be obvious that unless the claims for composition 
are wholly false, Crazy Crystals are, for all practical 
purposes, Glauber’s salt, with certain added amounts 
of washing soda and epsom salt, common salt and 
other salines. Crazy Crystals are advertised by typi- 
cal “patent medicine” methods. In addition to radio 
talks, there are advertising leaflets of a type common 
to nostrum exploitation. We are told directly that 
Crazy Crystals have been used successfully in the 
treatment of High Blood Pressure, Stomach Dis- 
orders, Auto-Intoxication, Nervous Ailments, Neu- 
ritis, Arthritis, Kidney Trouble, Bad Complexion, Ex- 
cess Acidity, Constipation, Rheumatism, Diabetes, 
Liver and Bladder Troubles. Summed up, it may be 
said that the dollar-and-a-half package of Crazy 
Crystals will accomplish nothing that cannot be ac- 
complished equally well with a few cents’ worth of 
Glauber’s salt. The attempt, in the radio advertising 
of Crazy Crystals, to make the public believe that 
the preparation is not a drug, is simply playing 
tricks with the English language. The Crazy Crystals 
product is just as much a drug as Glauber’s salt, 
epsom sult, or any other saline laxative sold for 
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the treatment of human ailments. (Jour. A. \!. A 
March 11, 1933, p. 760). 

Pepsin and Rennin.—The ability of gastric juice 
to clot milk has been ascribed to a special proteo. 
lytic enzyme, chymosin or rennin. Recently, the igo. 
lation, in comparatively pure form, of a rennin prep. 
aration from the mucosa of the fourth stomach of 
the calf, has been reported. This preparation shows 
the highest clotting power yet reported; at the 
same time it is practically devoid of peptic activity, 
The elementary composition and the properties of 
the preparation indicate that it is a thioproteose 
and, unlike pepsin, it contains neither chlorine nor 
phosphorus. Rennin is irreversibly inactivated by 
alkali, it is easily soluble in dilute acid, it is not 
coagulated by heat, it gives quite different protein 
color tests, it is not dialyzable, and it is soluble 
in water at its iso-electric point, whereas pepsin is 
not. The investigators have shown that the enzyme 
is present in the mucosa in the form of a precursor 
that becomes activated, as does pepsinogen, by hy- 
drochlorie acid. Efforts to obtain rennin in crystal- 
line form, as has been accomplished for urease, pep- 
sin, trypsin and amylase, are yet unsuccessful. 
(Jour, A. M. A., September 3, 1932, p. 835). 

Convalescent Serum in the Treatment of Polio- 
myelitis——The status of the treatment of prepara- 
lytic cases of acute poliomyelitis seems to’ require 
clarification. Although prevailing clinical opinions 
as to the efficiency of the treatment have been op- 
timistic, few investigations have been adequately 
controlled. In two recent reports of controlled the- 
rapeutic tests, the evidence provided is not en- 
couraging. Kramer, Aycock, Solomon and Thenebe 
record eighty-two cases about equally divided be- 
tween those who received convalescent serum and 
those who did not. The Boston investigators con- 
cluded that their study offered no statistical evi- 
dence that convalescent serum is effective. Together 
with members of the poliomyelitis committee of 
the New York Academy of Medicine and his asso- 
ciates in the municipal hospitals, Park studied a 
total of 927 preparalytic cases of poliomyelitis, 519 
of which were treated with convalescent serum; 408 
patients were not given serum. The results of this 
study likewise do not afford statistical proof that 
the use of serum has any value in cases in which 
the cells of the central nervous system are already 
involved. The fact that the two controlled thera- 
peutic tests gave similar results suggests that here- 
tofore too much confidence has been placed in the 
treatment with convalescent serum. The need now 
is for additional evidence based on _ controlled 
studies which take into account the variants that 
make the problem complex. (Jour. A. M. A., October 
8, 1932, p. 1266). 

Statements on Constipation in Lay Advertising for 
Roughage Foods and Bran.—The Committee on Foods 
reports that constipation may be due to causes other 
than those of dietary or “roughage” origin. Adver- 
tising to the laity shall refer to constipation due to 
insufficient roughage or food essentials only. Cases 
of constipation not yielding to the regular ingestion 
of foods providing considerable roughage should be 
under the care of a competent physician. A _ per 
missible claim for a roughage food follows: “Con- 
stipation due to insufficient roughage in the diet 
should yield to eaten regularly. A com- 
petent physician should be consulted for cases not 
corrected in this simple manner.” Wheat bran has 
laxative value. Whole grain cereals, and vegetables 
and fruits in general, are excellent sources of rough: 
age. Bran itself may be irritating to sensitive 
bowels; the indigestible cellulose of vegetables and 
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fruits is much less irritating. (Jour. A. M. A., No- 
vember 5, 1932, p 1605.) 

Mahlon W. Locke.—This physician in the little vil- 
lage of Williamsburg, Ontario, occupies the stage as 
the Miracle Man of 1932. His stunt consists, as his 
enthusiastic proponents have declared, of “toe-twist- 
ing.’ and his specialty is what the public vaguely call 
rheumatism. Dr. Locke has been in the miracle-man 
business for at least two or three years, and in spite 
of the fact that it is claimed that he has developed 
a technie that brings him tens of thousands of pa- 
tients annually, he has not seen fit to tell any other 
physicians about it; medical literature contains not a 
single article by him, so far as a careful search has 
been able to determine. Dr. Locke’s publicity has 
been through the newspapers and magazines, the pres- 
ent interest being due to an article “The Pain-Killer” 
by Rex Beach in Hearst’s International-Cosmopolitan 
for August, 1932. There seems to be a subsidiary 
industry in connection with Dr. Locke’s manipula- 
tions—a shoe factory. Just what manipulation Dr. 
Locke gives is not clear, as he has not seen fit to 
pass on his magic formula to the medical profes- 
sion. There is evidence to the effect that Dr. Locke 
manipulates the first metatarsal, internal cuneiform 
and scaphoid (navicular), with the thumb of one 
hand against the head of the scaphoid and the other 
hand holding the first metatarsal. By the law of 
averages, it is inevitable that a man treating tens 
of thousands of patients by manipulation and in the 
psychologic atmosphere inseparable from such a 
shrine, must persuade many that they have heen 
benefited. In such large groups there must be many 
psychoneurotics whose inhibitions are lifted by the 
combined manipulations and psychic reactions of the 
surrounding circumstances, and who may testify that 
they have been cured. (Jour. A. M. A., November 19, 
1932, p. 1798.) 

Irradiated Milk.—Enough evidence is available, 
from the clinical as well as the experimental field, 
to give assurance that rickets can be averted. To 
give some idea of the number of antirachitic agents 
at present offered, mention may be made of cod-liver 
oil and cod-liver oil concentrates, viosterol (irradi- 
ated ergosterol) irradiated products of the utmost 
diversity, foods fortified with viosterol, and direct 
ultraviolet irradiation. Obviously, it ought to be of 
advantage if antirachitic properties could be im- 
parted, without attending deterioration, in a suitable 
degree to a few foods that enjoy widespread use, 
particularly in the dietary of childhood. Probably 
the two most universally consumed foods are bread 
and milk. That is why interest has begun to be 
centered in these products as means of antirachitic 
prophylaxis. Milk is of particular interest because 
of its unrivaled content of calcium and phosphorous— 
the adjuvants of a properly planned antirachitic 
regimen. It is gratifving to learn through a recent 
communication of A. F. Hess and his co-worker that 
fluid milk can now be successfully activated at al- 
most insignificant cost, that it retains its antirachitic 
potency after drying, and that both the fluid and the 
dried products have been extensively tested on chil- 
dren with satisfactory outcome. (Jour. A. M. A.., 
November 26. 1932, p. 1864.) 

Dangers of the Injection of Iodized Oils—The 
Council on Pharmacy and Chemistry reports that it 
should be emphasized that the injection of iodized 
oils is essentially a surgical procedure, introducing 
a foreign and possibly irritant body, and involving 
more or less risk, which should be weighed against 
the presumptive advantages, in comparison with the 
Telative advantages and disadvanfages of other 
Measures. From the report of the Council it ap- 
Pears that the following cautions should be espe- 
cially borne in mind: 1. Oils that have aged and dark- 
ened beyond their original color should never be 
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used. 2. Subarachnoid injections should be avoided, 
at least until all other means of diagnosis have been 
exhausted 3. Intratracheal and intrapleural injec- 
tions should be avoided in tuberculosis of the respi- 
ratory organs and also when restriction of respiratory 
area would be contraindicated. 4. The injection 
pressure should be carefully controlled, so as not to 
lacerate the _ tissues. 5. Intra-uterine injections 
should be made only under fluoroscopic observation. 
6. Iodized oil should not be used for renal pyelogra- 
phy, except in the form of emulsion; and the in- 
jection should be stopped if pain is felt. 7. Intra- 
vascular injections with iodized oil appear too dan- 
gerous; the use of emulsions for this purpose re- 
quires further study. (Jour. A. M. A., December 
3, 1932, p. 1946). 

The Action of Copper in Iron Metabolism —The 
importance of copper as a supplement to iron for 
the regeneration of hemoglobin in anemic rats was 
demonstrated four years ago by Hart, Steenbock, 
Waddell and Elvehjem. These investigators showed 
definitely, as Elvehjem and Sherman have recently 
pointed out, that, in the presence of copper, soluble 
inorganic iron salts can be used directly for the 
formation of hemoglobin. Since that time a number 
of workers have studied factors affecting the pro- 
duction of hemoglobin in rats rendered anemic by 
whole milk diets. Most of this work has verified 
the original conclusions concerning the importance 
of copper; and today nearly all workers agree that 
copper is an active agent in hemoglobin synthesis. 
As Elvehjem and Sherman conclude, copper does not 
affect the assimilation of iron but does function in 
the conversion of inorganic iron into hemoglobin. 
In recording these studies it seems desirable to re- 
member that the extent to which the experimental 
studies are applicable to the human being remains 
for the most part to be established. Copper is far 
more widespread in foods than may be commonly 
supposed. The need for copper is quantitatively far 
smaller than the requirement of iron. The newer 
knowledge should not be accepted as a warrant for 
uncontrolled administration of copper compounds to 
man. The facts regarding the possible actual needs 
and function of this element in human physiology 
remain to be more definitely ascertained. (Jour. A. 
M. A., December 17, 1932, p. 2114). 

Colloidal Gold and Cancer.—“Collodaurum,” a pro- 
prietary medicine said to consist of colloidal gold, is 
marketed by the Kahlenberg Laboratories, Inc., of 
Two Rivers, Wis. It is said to have been developed 
by Prof. Louis Kahlenberg, of the University of 
Wisconsin, and Dr. Edward H. Ochsner, and has been 
sold under the claim that it is “far superior to X- 
ray and radium in the treatment of inoperable cases 
of cancer, and also as postoperative treatment.” As 
late as November, 1932, physicians have received 
circular letters urging them to try “Collodaurum” 
in cancer. In 1925, The Journal published a report 
of the Council on Pharmacy and Chemistry that 
pointed out that the claims for this product were not 
supported by acceptable evidence and were therefore 
unwarranted. The Journal has repeatedly said that, 
after all, time is the true test of any cancer cure. 
If a product offered for use in cancer had any real 
merit, its praises after eight years would have been 
so widely sung that its manufacturer would not have 
to promote it by either circulars or advertising. 
The continued sale of “Collodaurum” is a sad reflec- 
tion both on the scientific judgment of those who use 
the product, and on those who lend their names to the 
promotion, and again an indication that cancer 
offers a fertile field for the promoter of any remedy 
for cancer that may be concocted. (Jour. A. M. A., 
December 24, 1932, p. 2188). 
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Book Announcements 


Radiologic Maxims. By HAROLD SWANBERG, B. 
Se., M. D., F. A. C. P., Founder and Editor of Radio- 
logical Review. . Radiological Review Publishing 
Company. Quincy, Illinois. December, 1932. Cloth. 
12mo. of 127 pages. Price, $1.50. 

Although this small book deals with a medi- 
cal specialty, it is intended to appeal to the 
general profession. It consists principally of 
a compilation of material which has formed 
one of the features of the Radiological Re- 
view. This monthly pubiication, known to 
many of the profession, has as its aim the 
enlightenment of the practicing physician con- 
cerning the progress and possibilities of Roent- 
gen ray diagnosis and therapy, radium treat- 
ment, the use of the ultra-violet ray and other 
forms of spectral therapy. 

The amount of useful practical informa- 
tion which the volume contains is far greater 
than its size would indicate, on account of the 
conciseness of expression; each maxim is ex- 
pressed in one paragraph, usually in a single 
sentence. The book also contains a good many 
somewhat longer quotations from leading sur- 
geons and other specialists concerning the 
value of radiology in various fields, 

It is stated that the manuscript was sub- 
mitted before publication to a group of radi- 
ologists of national reputation for criticism, 
so that it may be considered as an expres- 
sion of approved radiologic opinion, 

The valuable feature is the complete subject 
index which renders the book useful for refer- 
ence. The index shows the wide range of sub- 
jects discussed. 

It is believed that the busy practitioner may 
often find here just the information he wants 
regarding the use of radiologic methods in 
the diagnosis or treatment of a given case. If 
he is sufficiently interested in the subjects dis- 
cussed to read the book through, the chances 
are that he will feel well repaid. The volume 
will likewise be of interest to the radiologist 
and to the student of radiology. 

D. D. Tatiey, Jr., M. D. 


New and Nonofficial Remedies, 1933, containing de- 
scriptions of articles which stand accepted by the 
Council on Pharmacy and Chemistry of the Ameri- 
can Medical Association on January 1, 1933. Cloth. 
Price, Postpaid, $1.50. Pp. 498; lvi. Chicago: 
American Medical Association. 


The annual editions of this volume contain 
all that the busy physician needs to know con- 
cerning the newer preparations which he is 
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daily importuned by the detail men of the 
pharmaceutical manufacturers to use. The 
remedies listed and described here have been 
examined and found acceptable by the Coun- 
cil on Pharmacy and Chemistry, the delibera- 
tive body charged by the American Medical 
Association with the performance of this sery- 
ice for the practitioner, who has not the time 
or means to make the determinations for him- 
self, 

The book contains general articles, descrip- 
tive of the classi‘ication under which the vari- 
ous drugs are listed. 


Annual Reprint of the Reports of the Council on 
Pharmacy and Chemistry of the American Medical 
Association for 1932. Cloth. Price, $1.00. Pp. 
104. Chicago: American Medical Association. 


The Council on Pharmacy and Chemistry 
still carries on its work of informing the medi- 
‘al profession concerning the new medicinal 
products brought out by the various manu- 
facturers of pharmaceuticals. This volume 
contains the reports on products considered and 
rejected by the Council during the past year. 

Besides the reports on rejected articles, the 
volume contains “Preliminary” and “Special” 
reports of exceptional timeliness and value. 


Gastric Anacidity. Its Relation to Disease. By 
ARTHUR L. BLOOMFIELD, M. D., Professor of 
Medicine, Stanford University, San Francisco, Cali- 
fornia. And W. SCOTT POLLAND, M. D., Instruc- 
tor in Medicine, Stanford University. New York. 
The Macmillan Company. 1933. Octavo of 188-ix 
pages. Cloth. Price, $2.50. 


Cervico-Vaginitis of Gonococcal Origin in Children. 
Report of a Project of the Bellevue-Yorkville 
Health Demonstration of New York City. By 
WALTER M. BRUNET, M. D., DORA M. TOLLE, 
M. D., SARA ALICIA SCUDDER, and ANNE RUTH 
MEDCALF. Reprinted from the Hospital Social 
Service Magazine. Supplement No. 1, March, 1933. 
97 pages. 


The Periodic Payment Plan for the Purchase of Hos- 
pital Care. Recommendations of the Council on 
Community Relations and Administrative Practice 
of the American Hospital Association in Relation to 
Group Hospitalization Plans for People with Lim- 
ited Incomes. February, 1933. Council of the 
American Hospital Association, 18 East Division 
Street, Chicago. Pamphlet of 6 pages. 


Diseases of Tradesmen. By BERNARDINO RAMAZ- 
ZINI (1633-1714). Together with biographical notes 
translated from the French of Francois Claude 
Mayer (1928) of Budapest and paragraphs from the 
preface of Dr. James (1746) of London, and of Dr. 
James (1922), of New York. The abstracts from 
the 1746 English translation of the Ramazzini work 
emphasize his comments on dermatological disturb- 
ances of workmen. Compiled by HERMAN GOOD- 
MAN, B. S., M. D., New York. With which is bound 
Silk Handlers’ Disease of the Skin. Medical Lay 
Press. New York City. 12mo. of 95 pages. Cloth. 
Price, $1.50. 
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Editorial 








Chrenic Vascular Disease in the Brain. 

Brief comment concerning the importance 
of understanding the significance of vascular 
changes in the brain seems justified here. Gen- 
eral practitioners are daily meeting cases of 
this sort. In every-day work, some patient 
is observed with evidence of this affection. It 
is a question of serious import. It is too often 
lightly considered by practitioners. To awaken 
a more active interest in the grave significance 
of vascular deterioration of the brain is the 
object of this comment. 

Cerebral vascular disease lies well within 
the domain of internal medicine for a large 
part of its course. When the cerebral hemor- 
rhage comes, the patient is stricken with a sus- 
pension of brain functions. Instantly brain 
symptoms dominate the picture, but for the 
many months, if not years, before the vascular 
crisis and accident these patients may be said 
to be fit persons for the care of the general 
practitioner or internist. It is the purpose of 
these comments to draw attention, therefore, to 
that long period before the calamity of cere- 
bral hemorrhage and to impress the idea that 
more may be done if an interpretation of the 
symptoms is made. 

Cerebral hemorrhage. one of the most com- 
mon terminal events of chronic vascular dis- 
ease of the brain, may be likened to a dread- 
ful accident to some fine collection of paint- 
ings ina museum. Through failure of the cus- 
todian to interpret the significance of certain 
changes in the timbers of the ceiling or the 





roof, suddenly, under the effects of storm or 
wind the collection of artistic skill may be 
destroyed or greatly impaired. So, it may be, 
no matter how fine the brain values, through 
the baneful catastrophe of a rupture of a cere- 
bral arterial, all or much of the usefulness of 
the brain may be immediately and tragically 
altered or obliterated. Besides this, a more 
gradual deterioration may obtain in chronic 
vascular disease. With advancing years, 
through the effects of sclerotic changes in ar- 
terial walls, brain function may become in- 
sidiously altered. To delay the consummation 
of these harmful changes is the prime office 
of the practitioner. Of course, such changes 
may be indefinitely postponed. Eventually, 
with decade piled on decade, in these cases, 
brain function fails—intelligent medical care 
notwithstanding. To reach a more normal 
function is only a reasonable medical goal in 
such cases. 

One may plead then for a more careful study 
of so-called “high blood pressure cases.” One 
may urge a more searching inquiry into the 
factors surrounding the setting in of arterio- 
sclerotic changes and a more discriminating 
evaluation of the signs and symptoms in the 
earlier stages of the disease. 





In the past thirty years much study has 
been given the question of “blood pressure.” 
Many investigations have been conducted in 
the field of high blood pressure. Instruments 
for detecting signs of hypertension have be- 
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come the part of the physician’s equipment. 
Here and there in medical literature of this 
period, outstanding contributions have been 
made to this subject. Probably Sir William 
Osler’s discussion, supplemented by Sir Clif- 
ford Allbutt, forms the basis for a general 
consideration of the arteriosclerosis. Classi- 
fications and etiologic factors have engaged 
widespread attention at the hands of medical 
writers. Public discussions by the laymen 
have become commonplace. So-called high 
blood pressure patients have discoursed upon 
the symptoms and its changes. Physicians 
have been requested to lower high blood pres- 
sure and to increase low blood pressure. Pa- 
tients have become apprehensive over the situa- 
tion. The time has arrived for the medical 
practitioner to bring an understanding of such 
symptoms to the best advantage of the patient 
suffering with signs of incipient cerebral ar- 
teriosclerosis. 

Mosenthal* has planned a suggestive series 
of questions for such cases. Varied are the 
symptoms and their onset, but a careful inquiry 
into the symptoms and the history of each 
case is extremely important. Satisfactory 
therapy often depends on knowledge gained 
in history taking. Heredity is an important 
phase of the subject. The story of the cause 
of death in parents and grandparents and the 


state of health of brothers and sisters must ° 


be most painstakingly brought out. Personal 
history next requires scrutiny. Frank and 


discriminating investigation must be made into 
the personal habits of the individual through 
the immediate past and early life: habits of 
alcohol, tea, coffee, coca cola drinking; habits 
of eating; the use of tobacco and drugs; the 
hours and nature of work; the occupation; the 
venereal history; the history of infections and 
operations. Then the patient must be ques- 
tioned closely about the first symptom, its date 
and character. The date of the “feeling” of 
high blood pressure, if such was felt, should 
be obtained. Are there cardiac symptoms felt ? 
These must be tactfully elicited, if possible. Is 
there palpitation, pains across the chest, dysp- 
nea, or cough? Is there edema? Has the 
vision changed? Are there nervous symptoms? 
Dizziness, emotional crises, headache, loss of 
memory, sleeplessness, and tinnitus should be 
brought out, if possible. Hemorrhages from 
the nose, stomach or kidney should be inquired 
into. Pains in the legs, ulcers of the extremi- 


*Oxford Monographs on Diagnosis and Treatment. Vol. 
Variations in Blood Pressure and Nephritis. Mosenthal. 
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ties, and other symptoms of discomfort in the 
legs are important. A loss of weight and any 
unusual fatigue should be brought out in the 
questioning of such patients. The digestiye 
tract should not be omitted. Often one may 
find important facts here. Symptoms in the 
nervous system offer opportunity for a direct 
understanding of the case. Lesions of cerebral 
arteries set up various symptoms resembling 
functional nervous disorders. Depression, 
restlessness, and headache are significant symp- 
toms but neither of them may be present. In 
fact, few cerebral signs may presage cerebral 
hemorrhage. The eye grounds may give one 
the hint and ophthalmoscopic examination 
may reveal a twinge of the arteriosclerotic cere- 
bral changes. “Out of the blue” as it were, 
serious and ominous symptoms of cerebral 
arterial disease may appear. 

However, enough significant symptoms may 
be read into the clinical picture if one keeps 
ever alert to the trend of pathologic changes 
possible in persistent hypertension. Unless the 
practitioner translates in a mental picture the 
significance of such symptoms, little chance is 
given the patient to forefend and delay the 
ever increasing sclerotic change in the ar- 
terial system of the brain. 

In no field of medicine, outside of the gen- 
eral infectious diseases, is there to be today, 
in these days of strain and depression, a larger 
opportunity in preventive medicine. This sort 
of prevention, however, is the sort that pre- 
vents the eventuality of a dreadful cerebral 
accident that may take one away before his 
time or worse consign him or her to years of 
invalidism, characterized by paralysis and 
brain disease. 


One should recall essentials of the arterial 
blood supply of the brain: that four large 
arteries pass to the brain. There are two in- 
ternal carotids from the common carotid and 
two vertebrals from the subclavian. A large 
anastomosis between the corresponding arteries 
of the two sides as well as the internal and 
vertebral of the same side is made at the base 
of the brain. From this rich vessel arrange- 
ment the brain receives the arterial blood sup- 
ply. As Osler notes, a majority of the cases 
of hemorrhage is from the central branches. 
those given off by the middle cerebral arteries. 
One of the largest of these branches, observes 
Osler, passes to the third division of the lentic- 
ular nucleus and to the anterior part of the 
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internal capsule. This is the lenticulo-striate, 
frequently called the artery of hemorrhage, 
and it is the one frequently involved in hemor- 
rhage. There may be, however, miliary aneu- 
risms. These may rupture and cause hemor- 
rhage in various locations and amounts. There 
may be an aneurism of the larger vessels at 
the branches of the Circle of Willis. There 
may be a cerebral vessel endarteritis ultimately 
terminating in apoplexy. Intracerebral hemor- 
rhage may be small and limited to the lenti- 
cular body, the thalamus, and the internal cap- 
sule. Hemorrhage, notes Osler, into the cere- 
bellum is not uncommon and usually comes 
from the superior cerebellar artery. It is im- 
portant to recall that extravasation may be 
limited to the substance or it may rupture into 
the fourth ventricle. 

Ventricular hemorrhage, says Osler, is al- 
most always caused by rupture of a vessel near 
the caudate nucleus. The blood may be found 
in one ventricle only but more often it is found 
in both lateral ventricles. It may pass into 
the third ventricle and on through the aque- 
duct of Sylvius to the fourth ventricle. 

Multiple hemorrhages are noted by Osler as 
occurring most frequently into the basal gan- 
glia and into the pons. From such possibilities 
of brain hemorrhage subsequent changes occur 
that are inflammatory or degenerative. 

Diagnosis of cerebral hemorrhage calls for 
brief comment. As Osler pointed out, the cases 
in which the onset is gradual are readily recog- 
nized although there may be some question 
whether there is hemorrhage or thrombosis. In 
cases of sudden apoplectic stroke the uncon- 
scious patient with hemiplegia leads to the 
diagnosis of cerebral hemorrhage. Although 
embolism, thrombosis and hemorrhage may be 
confused even here. Then there may be large 
hemorrhage evoking complete unconsciousness 
and relaxation. In such a picture one may 
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think of coma of uremia, diabetes, alcoholism 
or drug poisoning. 

As above noted to prevent the culmination 
of cerebral vascular disease into a situation of 
hemorrhage or thrombosis must be the purpose 
of preventive medicine. This can be only 
partly brought about by the interpretation of 
symptoms and signs that are elicited by ex- 
amination in the rather early stage of the 
process. Blood pressure testing comes in for 
a very important part in the matter of early 
diagnosis. Physicians may wisely make blood 
pressure readings with discrimination and un- 
derstanding. Consultation and complete phy- 
sical examination of every patient with per- 
sistent hypertension is not too much to do. 
Many of these cases, if thoroughly examined 
for exciting etiologic factors and their removal 
effected, will improve and take a more gradual 
course toward termination. Hospitalization 
of these hypertensive patients for a definite 
period is often indicated. While under the 
regulatory management of the hospital. im- 
portant measures may be inaugurated that may 
bring the patient to a far safer condition, Fo- 
cal infections may be removed; dietary pre- 
scriptions may be given and followed; rest in 
bed and hot packs may be given; sedative and 
vaso-dilating drugs may be carefully watched 
and supervised; isolation may further help in 
placing the patient in a position of less hazard. 
Of course, proper tact and caution should be 
observed by the physician in all such matters. 
The tactless consignment of hypertensive pa- 
tients to the “fear of an apoplectic stroke” is 
both cruel and harmful. Intelligent instruc- 
tion of the patient as to the nature, course, and 
outcome of high blood pressure and the fair 
statement of the hopes entertained for im- 
provement under reasonable efforts of treat- 
ment provide more favorable conditions for 
retarding the progressive tendency of arterio- 
sclerotie changes. 








Department of Clinical Education 
OF THE MEDICAL SOCIETY OF VIRGINIA 








Eleventh Post-Graduate Clinic at University 
of Virginia Hospital. 
Forty-eight physicians, some of them from 
distant points within the State like Clintwood 
and Colonial Beach, attended the regular 





spring clinic at the University Hospital on 
May 4th and 5th. On the first day the sub- 
jects presented were “Digitalis Therapy,” by 
Dr. J. Edwin Wood; “Surgical Treatment of 
Tuberculosis,” by Dr. E. C. Drash; “Diagno- 
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sis of Respiratory Affections,”’ by Dr. L. T. 
Royster; and “Vitamins,” by Dr. Alfred 
Chanutin, The feature of the second day was 
a continuous session on malignant tumors, with 
Drs. E. P. Lehman, T. J. Williams, J. H. 
Neff, F. D. Woodward, W. H. Goodwin and 
V. W. Archer contributing to the symposium. 

The physicians registered for the clinic are 
listed below: 


Arrington—Dr. F. M. HorsSLEy 
Dr. B. F. RANDOLPH 
Batesville—Dr. R. L. PAGE 
Bridgewater—Dr. J. D. MILLER 
Broadway—Dr. C. E. WATSON 
Buena Vista—Dr. F. L. THURMAN 
Catawba Sanatorium—Dr. W. J. OZLIN 
Chatham—Dr. C. D. BENNETT 
Charlottesville—Dr. J. C. COULTER 
Dr. ANITA LOTTI 
Dr. J. O. MUNDY 
Dr. DAN O. NICHOLS 
Clintwood—Dr. R. L. PHIpprs 
Colonial Beach—Dr. Epwin F. GOULDMAN 
Culpeper—Dr. H. T. CHELF 
Farmville—Dr. THoMas G. HARDY 
Dr. DwicHt RIVERS 
Dr. J. H. SMITH 
Fishersville—Dr. H FttzHvuGH WHITE 
Forest—Dr. B. A. Rice 
Fredericksburg—Dr. JOHN E. CoLe 
Dr. J. Mtnor HOLLowAy 
Free Union—Dr. W. A. KYGER 
Gordonsville-——Dr. W. H. TURNER, JR. 
Harrisonburg—-Dr. N. M. CANTER 
Hot Springs—Dr. Ira T. HORNBARGER 
Dr. M. B. JARMAN 
Kansas City—Dr. M. E. Scorr 
Louisa—Dr. H. S. DANIEL 
Dr. H. W. Porrer 
Locust Grove—Dr. R. G. BLEDSOE 
Lynchburg—Dr. H. H Herr 
Dr. S. E. OGLeEsSBY 
Milwaukee—Dr. W. B. HILL 
Orange—Dr. Grant R. ELLiotr 
Dr. LEwis HOLLADAY 
Petersburg—Dr. F. J. WRIGHT 
Raphine—Dnr. R. F. KENNAN 
Scottsville—Dr. Percy Harris 
Shenandoah—Dr. B. C. SHULER 
Dr. J. J. WAFF 
Stanardsville—Dr. E D. Davis 
Staunton—Dr. W. A. MURPHY 
Dr. A. F. ROBERTSON 
Tye River—Dr. J. F. THAXTON 
Victoria—Dr. E. L. KENDIG 
Waynesboro—Dr. J. F. HtpBarp 
Dr. B. K. WEEMS 





Seventy-Nine Physicians Enroll in Post- 

Graduate Courses in Southwest. 

A new circuit of post-graduate classes in 
prenatal and postnatal care organized by the 
Joint Committee on Prenatal and Postnatal 
Instruction opened the first of May with cen- 
ters in Fremont, Norton, Stonega and Penning- 
ton Gap. Thirty-one physicians are enrolled 
in the four groups, and eight to ten additional 
members are expected from the several visitors 









[J une, 


in attendance. Besides alert interest in the 
work as indicated by good attendance, prepara- 
tion of patients for demonstration, and many 
calls on the Field Clinician, Dr. M. E. Lap- 
ham, for out-of-class conferences and consul- 
tations, there are other signs warranting ex- 
pectation of the same effective study accom- 
plished in the previous twenty-two classes, 
The enrollment of eleven in Pennington Gap 
is an especially significant triumph over vari- 
ous hindrances, and a particularly creditable 
showing for the local committee and the Lee 
County physicians. In the Stonega group ten 
members had attended all three meetings at 
the time of writing, while the seven active 
participants at Fremont had had only three 
absences among them. Physicians from Ken- 
tucky invited by their Virginia colleagues have 
attended the meetings in Norton, Stonega and 
Big Stone Gap. 

Originally this fifth cireuit included a cen- 
ter at Gate City, for which three physicians 
enrolled in advance. Not more than one or 
two additional members could be expected af- 
ter two Scott County physicians chose a more 
convenient group in another county. ‘The 
Joint Committee agreed to conduct the course 
for four or five members, because the county 
was too large to be ignored and attendance 
elsewhere was difficult. Apparently because 
there was prospect in the beginning for only 
a small group, the local committee for a time 
thought it best to give up the class. However, 
new interest has appeared in nearby Kings- 
port, and there is present promise of a belated 
but effective organization at that point. 

To make up the quota of five classes per cir- 
cuit, Dr. J. P. Williams, of Richlands, has 
proposed the organization of a sixth group at 
Richlands for the sixth circuit beginning in 
July. With five physicians at the center and 
two nearer that point than Tazewell and four 
in Buchanan County more accessible to Rich- 
lands than any other class, the prospects for 
this additional organization are good. Dr. 
I.apham has consented to conduct two classes 
one day of the week during the next circuit, 
and the Joint Committee will try to establish 
the course at Richlands. 

Details of enrollments as now determined 
for the fifth and sixth circuits follow: 


Firru Circuit 
Fremont—Additional enrollments: Drs. M. 


M. Fields, L. C. MeNeer, George C. Snead. 
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Total enrollments, 5. Visitors: Drs. J. C. and 
T. C. Sutherland. 

Norton—Total enrollments, 7. Visitors: 
Drs. J. G. Bentley, J. A. McGuire, T. S. 
Ussery. 

SronecA—Additional enrollments: Drs. S. 
P. Gardner, F. E. Handy, B. C. Henson, A. 
W. Lowman, R. P. Stock. Total enrollments, 
8. Visitors: Drs. D. C. Keister, C. R. Petty, 
L. E. Peyton, R. H. Rowe. 


Sixt Circuit 

TazewELL, Mondays beginning July 10th— 
Additional enrollments: Drs, Andrew D. Par- 
son, O. K. Phlegar, J. W. Witten, J. P. Wil- 
liams. Total enrollments, 10. 

Lesanon, Tuesdays beginning July 11th— 
Total enrollments, 5. 

Bristo, Wednesdays beginning July 12th— 
Additional enrollments: Drs. Aaron Cole, R. 
D. Hallowell, E. D. Rollins, L. B. Snapp, P. D. 
Stout. Total enrollments, 14. 

Anrnepon, Thursdays beginning July 13th— 
Additional enrollments: Drs, C. M. Clendenen, 
Boyd FE. P. Dickerson, E. E. Epperson, S. H. 
Yokeley. Total enrollments, 11. 

Marion, Fridays beginning July 14th—<Ad- 
ditional enrollments: Drs. Charles H. Baker, 
D. C. Boatwright, A. B. Graybeal, William O. 
Neal. Total enrollments, 8. 


Maternity Center Association. 

The Medical Society of Virginia was repre- 
sented, by invitation of this Association, at 
its Third Annual Mother’s Day Luncheon on 
Friday, May 12th, in the Grand Ball Room of 
the Waldorf-Astoria, New York City, at which 
there were present more than one thousand 
guests. 

The subject discussed was “Preventable Ma- 
ternal Deaths,” and the speakers were Mrs. 
Franklin D, Roosevelt, Miss Frances Perkins, 
Secretary of Labor, Dr. W. W. Chipman, 
Royal Victoria Hospital, Montreal, Canada, 
and Dr, J. Allison Hodges, who was requested 
to outline briefly the educational work and 
especially the Prenatal and Postnatal courses 
now being conducted by our State Medical So- 
clety. 

By request, we present in part his address 
on that occasion, as follows: 

Post-Graduate Medical Education in Virginia 

As the representative of the Medical Society 
of Virginia, it is my pleasure to express its ap- 
preciation to you for the courtesy extended on 


this occasion, and also, to congratulate your As- 
sociation upon its great scientific and humani- 
tarian work in solving the problem of ““Prevent- 
able Maternal Deaths.” 

I feel assured that, in this work, you have 
labored from a high resolve. born of conscien- 
tious convictions of duty, and yet I believe you 
have “builded better than you knew,” for I am 
wondering if you actually realize and appreci- 
ate the full significance of what you have done, 
and are doing for suffering humanity, and for 
the future of our changing civilization. 

The statistical record of your work, taken 
not from the files of standard and grade A hos- 
pitals and laboratories, but from the actual 
homes of living people under usual, and some- 
times unusual living conditions, is one of which 
you may well be proud, and also one which, be- 
cause of its abundance of a vital love for sick 
and suffering women and children, has over- 
flowed your own Maternity Center, and poured 
its stimulating tide of inspiration into other 
hearts and lives, not only in this great city, but 
distant and far-removed. 

As a recipient of this surplusage of vitality 
of love and effort, I am here today to acknowl- 
edge my personal indebtedness and that of our 
Medical Society for your initial and inspira- 
tional work. Like you, we have endeavored to 
meet actually existing conditions, and “match 
circumstance” with science, but I believe that 
we have probably gone one step farther, and I 
trust wisely, in placing the responsibility for 
our intensive work upon the hearts and con- 
sciences of the unified and cooperating medical 
profession of our State. 

Dr. Chipman has just told us how Canada 
is meeting the necessities in that country in a 
practical and educational way by making the 
hospitals, as it were, the center of the solar sys- 
tem, and the treatment stations, the planets; we 
believe, however, that our system is even su- 
perior to this, for to carry out the figure of 
speech, we make our State Medical Society the 
center of our system, and each member-practi- 
tioner a planet of individual illumination. 

In 1929, the Medical Society of Virginia en- 
larged its scientific and cultural activities by es- 
tablishing an Educational Agency, known as 
the Department of Clinical Education, The 
set-up for this Department was formed by an 
affiliation from the Society’s membership, as 
represented by the State Medical Society, the 
two medical institutions in the State and the 
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State Department of Health, with the Presi- 
dent-elect of the Society, annually, as its Chair- 
man. The basic purpose in the formation and 
development of this personal plan of Post- 
Graduate Education by coordination and coop- 
eration of medical effort, was to secure indi- 
vidual benefits for practicing physicians and 
their patients in their own home-communities, 
and thus, by contributing a continuing program 
of education, aid them locally by keeping them 
constantly in thought and practice with all the 
advancements of modern medicine, and, we be- 
lieve that this Educational Department has 
aroused new enthusiasms and energized flagging 
aspirations in our profession. To accomplish 
this, lectures, conferences, clinical meetings, 
ete., have been held at frequent intervals all 
over the State for three years now, and the 
Medical Colleges, as well as the physicians 
have, on request, given freely of their time and 
skill in advancing this personal home-plan of 
up-to-date professional betterment and _ local 
medical progress. Thirty-four county medical 
societies have unanimously endorsed the 
courses; a monthly medical journal and a travel 
medical library have also been of great con- 
tributing value, and the State Medical Society 
provides a special budget of five hundred dol- 
lars ($500.00), annually for this Department, 
in addition to its annual contribution of twenty- 
five hundred dollars ($2,500.00) to the Joint 
Committee on Prenatal and Postnatal Instruc- 
tion, one of its subsidiaries. 

The policies of this Educational Department 
have been broad and liberal—never bureau- 
cratic nor dictatorial, nor dogmatic, but of 
necessity, evolutionary and flexible, for, year 
by year, social conditions change, and year by 
year, science recreates medicine, and knowledge 
grows apace. In this way, this new local appli- 
‘ation of post-graduate medical education has 
been developed so successfully, carrying, as 
it does, personally its “Message to Garcia,” that 
the entire profession of our State is practically 
unanimous in its support, and eagerly enthu- 
siastic for its continuance. 


A recent outgrowth of this Educational De- 
partment, two years later, in 1931, made neces- 
sary by the necessities and demands of medi- 
cal, as well as social conditions, has been the 
establishment by the State Medical Society, of 
a Joint Committee on Prenatal and Postnatal 
Instruction, including instruction in the latest 
methods of obstetrical practice. 
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This subsidiary body to the Department of 
Clinical Education, is conducted jointly by the 
Medical Society and the two Medical Colleges 
in the State, in cooperation with the Dejart- 
ment of Clinical Education, and, under their 
coordinate direction, conducts an instructional 
program in this specific branch of medicine 
under an all-time special field clinical instrue- 
tor who has visited, or will visit, every section 
of the State according to a regularly prescribed 
schedule. The State is divided into districts 
or circuits, containing several counties. and the 
strategic points in each special district are 
visited upon successive week-days in rotation 
until all local physicians, so desiring, are given 
an opportunity to cooperate in this work of 
clinical instruction and professional confer- 
ence. Four circuits in different sections of the 
State have just been completed and the fifth, 
embracing a tier of counties along the western 
border, touching upon the border counties of 
Tennessee and Kentucky is now beginning. 

Up to date, four hundred and fifty-six en- 
rolled physicians and visitors have attended 
twenty-two classes, and their attendance has 
averaged higher than 75 per cent. In scores 
of written comments upon the courses, in reply 
to inquiries by the Executive Secretary, only 
six physicians have written that this clinical 
instruction was not beneficial to them. 

Two separate classes for Negro physicians 
in different cities in the State, upon their 
individual requests, have likewise been held, 
and a third applied for, and the interest mani- 
fested has been most encouraging, and would 
apparently indicate, at least in this old Com- 
monwealth, that there is no scientific race 
prejudice, especially between the professions 
in the practice of medicine. 

This special work of Prenatal and Postnatal 
Instruction with special teaching in obstetrics, 
under the sponsorship of the Department of 
Clinical Education, is now beginning its sec- 
ond year, and has been made possible by an 
annual appropriation of twenty-five hundred 
dollars ($2,500.00) by the Medical Society of 
Virginia and a generous grant of fifteen thou- 
sand dollars ($15,000.00), for the first two 
years from the Commonwealth Fund of New 
York. The physicians enrolling for these 
courses pay, also, a minimum enrollment fee 
of five dollars per student for the course, last 
year slightly over fifteen hundred dollars 
($1,500.00) having been realized from this 
source. 
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The University of Virginia Extension Di- 
yision, as the executive agency for the Joint 
Committee, is charged with the responsibility 
of organizing and administering the classes 
under the definite requirement that a class is 
to be formed in a community only after the 
projected meeting has been endorsed by the 
local profession. 

Our Society, and its educational agency, 
through which this Joint Committee, and other 
similar subjects, in the future, such as Infant 
Health and Care, for which there is already 
a demand, are to be taught, recognize that 
this is a long-time educational undertaking, 
but are determined that the best ideals of con- 
tinuing Post-Graduate Medical Education shall 
be upheld in Virginia until every practitioner 
within our borders shall have had the oppor- 
tunity to make them his own, not entirely for 
his own personal benefit but, as well, for the 
good of the public, and the honor of the pro- 
fession. 

And now, in case you may think I have 
spoken rather extravagantly of our hopes and 
accomplishments, or perhaps, that I am just 
another Virginian seeking, or at least claiming, 
another “priority,” I am delighted to report 
that this educational work of our Society has 
been validated by an outside source, the Com- 
monwealth Fund, in a recent letter from Miss 
Barbara S. Quin, Assistant Director of the 
Fund, to Dr. Lee E. Sutton, Jr., Chairman of 
the Joint Committee, as follows: 

“Everyone was exceedingly gratified at the 
excellent results of the first year’s work, and 
we most sincerely hope that the second year 
will be equally encouraging, as we haven't the 
slightest doubt it will.” 
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As yet, we can bring you no follow-up statis- 
tics to prove the value of our work; in fact, 
we bring you no new principles of either theory 
or practice, but only a new, and we believe, 
a more satisfactory and successful method of 
application of the best theories and methods, 
both old and new. 

In brief, we bring a medical plan controlled 
and carried out by medical men, from begin- 
ning to end, and we dare to hope that the Old 
Dominion, through its medical profession, has 
laid the foundations for the creation of an- 
other notable tradition, in its belief and prac- 
tice that the public and our profession alike, 
and as a whole, have a common obligation and 
a new duty to mother and child, and 

Now, in this dual spirit of professional 
comradeship and mutual scientific endeavor, 
we pledge with you to “Make Motherhood 
Safe for Mothers.” 

We realize in medical matters, just as in our 
present economic life, that we are entering 
upon an era of constructive changes, and in 
facing it, the apparent and appalling needs 
of motherhood must be studied and met. We 
have no illusions as to the future; we are 
neither intoxicated with inordinate hopes, nor 
paralyzed with doubting fears, but we do be- 
lieve that we are at last rightly aroused, and 
must achieve, for in the awakened convictions 
of this day, science and civilization alike, 
demand the performance of our inherited and 
personal obligations to the profession and to 
humanity. 

Gerorce W. Evrster, 
Secretary of the Department 
and of the Joint Committee. 





Proceedings 





of Societies 








The Augusta County Medical! Association 
Held its regular quarterly meeting in Staun- 

ton, on May 3rd. There was a good attend- 

ance, 


Dr. W. W. Waddell, University, Va., 
by invitation, presented a paper on the Treat- 
ment of Diarrhoea in Children, and Dr. H. B. 
Mulholland, also of University, presented a pa- 
per on Heart Conditions Especially for the 
General Practitioner. 


The Roanoke Academy of Medicine 
Held its regular meeting on May Ist, at the 
Elks Club. Dr. Fred Hamlin was in charge 
of the program, which was as follows: 
Contact Glasses—Dr. Charles A. Young. 
Endometriosis—-Dr. Alfred P. Jones. 
A Review of the Present Treatment of the 
Anemias—Dr, Blanton P. Seward. 
Allergy as a Problem of General Practice— 
Dr. Warren T. Vaughan, of Richmond. 
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News Notes 





Committee of Arrangements for our Lynch- 
burg Meeting. 

As previously stated, the Medical Society of 
Virginia is to hold its 1933 meeting in Lynch- 
burg, October 24th, 25th and 26th. Dr. D, P. 
Scott has been appointed to serve as General 
Chairman, with the following committees : 

Publicity—Dr. E. F. YOUNGER 
Entertainment—Dnr. F. O. PLUNKETT 
Clinics—Dr. Ernest G. Scorr 

Commercial Exhibits—Dr. H. B. SPENCER 
Scientific Exhibits—Dr. Don P. PETERS 

Hotels and Meeting Places—Dr. J. R. GORMAN. 
Reception—Dr. ELISHA BARKSDALE 
Ladies—Mrs. GEO, J. TOMPKINS 

This is going to be an excellent meeting and 
members are urged to attend. Be sure to 
count this time as part of your 1933 vacation. 


The Milwaukee Session of the American 

Medical Association. 

The Milwaukee meeting of the A. M. <A., 
June 12th-16th, will be extraordinary in many 
ways. In view of the reduced railroad rates, 
this should also be a fine opportunity for phy- 
sicians to attend the Century of Progress Ex- 
position in Chicago, as well as the Milwaukee 
meeting. The meeting promises a most ex- 
cellent scientific program, clinics, exhibits, en- 
tertainments, ete. Dr, E. H. Cary, of Dallas, 
Texas, is President of the A. M. A. 


The American Medical Golfing Association, 

Headed this year by Dr. John Welsh Cros- 
key, of Philadelphia, will hold its Nineteenth 
Annual Tournament over the Blue Mound 
Country Club course, Milwaukee, on Monday, 
June 12th. 

Play will begin at 8:00 A. M., with all tee- 
ing off before 3:30 P. M. Dinner will be served 
at the Club at 6:30 P. M., followed by distri- 
bution of approximately fifty trophies and 
prizes for the eight major events, covering 
both 36-hole and 18-hole play. Past Presi- 
dent Frank A. Kelly, of Detroit, will be on 
hand with his inimitable stories. In addition, 
the local committee promises that, at this 
tournament, Milwaukee’s “fame” will not be 
lessened in quality or quantity. 

Any male Fellow of the American Medical 
Association, in good standing, is eligible for 
membership in the American Medical Golf- 
ing Association, on acceptance of its By-Laws 
and payment of the enrollment fee. All com- 





munications concerning the golf tournament 
or enrollment can be addressed to Wm. J. 
Burns, Executive Secretary, 4421 Woodward 
Ave.. Detroit. 


A Welcome Awaits Doctors and Their Fami- 
lies at the Chicago Exposition. 

At the Century of Progress Exposition in 
Chicago, this summer, the Chicago Medical So- 
ciety will have a booth in the Hall of Science 
Building in Group K. A committee from thas 
Society, composed of Drs. Hugh N. MacKech- 
nie, Wilbur Post and Julius Hess, ask us to 
announce that in their booth they will have 
information for the visiting physicians and 
will be glad to assist any members from our 
State Society in every way possible. The 
Woman’s Auxiliary of the Chicago Medical 
Society will welcome the wives and daughters 
of physicians, 

The committee states that they hope to have 
the pleasure of meeting a large number of 
physicians from our State and of being of 
some help to them. 


News from University of Virginia, Depart- 
ment of Medicine, 

Dr. Ronald T. Grant, of the Department of 
Clinical Research, University College Hos- 
pital Medical School, London, visited the 
Medical School on April 22nd and 23rd. 





On May ist, Major Edgar Erskine Hume, 
Librarian of the Surgeon Generals Library. 
Washington, spoke before the University Medi- 
‘al Society on the History of Typhus Fever 
with particular reference to the Serbian epi- 
demic. 

The eleventh post-graduate clinic was held 
at the University of Virginia Hospital on May 
4th and 5th. Fifty physicians were in at- 
tendance. 


On May Ist, Dean J. C. Flippin spoke be- 
fore the Lynchburg Medical Society on the 
subject of Hyperinsulinism and Allied Condi- 
tions. 


Dr. J. Edwin Wood read a paper on Rheu- 
matic Fever in Virginia (prepared in colla- 
boration with Dr. A. D. Hart) before the 
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American Climatological and Clinical Society 
at the meeting in Washington on May 10th. 


On May 12th, Dr. Arthur Steindler, Pro- 
fessor of Orthopedic Surgery at the Univer- 
sity of Iowa, gave two lectures before the 
faculty and students; at 10:30 he spoke on the 
subject of The Upper Extremities, at 8:00 on 
Back Pain. 


Finals of the University will be held on 
June 10th to 13th. The usual entertainments 
and exercises will enliven these days. 


News from Medical College of Virginia. 

Dr. Walter Straub, Professor of Pharm- 
acology of the University of Munich, was a 
recent guest of Dr. Harvey B. Haag, Asso- 
ciate Professor of Pharmacology. Doctor 
Haag worked in the laboratory of Dr. Straub 
in Munich several years ago. 


Dr. William Pepper, Dean of the Univer- 
sity of Pennsylvania Medical School, was a 
visitor for several hours on April 24th. 


Recent visiting alumni were Dr. Jesse Me- 
Call, °31; Dr. O. F. Hedley, 28; Dr. L. L. 
Putney, °14, and Captain L. H. Ginn, ‘27. 


President W. T. Sanger and Mr. J. R. Me- 
Cauley, Secretary, were in Danville and 
Lynchburg, May 4th and 5th, for meetings 
with the alumni of these two places. Both 
meetings were well attended and plans were 
made for similar meetings next year. 


The outpatient department for the month of 
April shows a total of 5,716 patient visits. 
The average number of patients per day was 


Ono 
209. 


Quite a number of faculty members attended 
the eleventh annual meeting of the Virginia 
Academy of Science, at Fredericksburg, May 
Sth and 6th. Those on the program at this 
meeting were: Dr, J. C. Forbes, Dr. W. A. 
Peabody, Dr. R. J. Main, Dr. H. B. Haag. 
Mr. M. K. Underwood, Dr. Sidney S. Negus, 
Dr. Beverley R. Tucker, Dr. Frank L. Ap- 
perly, Dr. W. R. Bond, Dr. Fred J. Wampler 
and Dr. Frederick W. Shaw. 


The annual commencement exercises of the 
Saint Philip Hospital School of Nursing were 
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held May 14th and 15. Dr. Arthur D. Wright, 
President of the John F. Slater Fund, Wash- 
ington, D. C., made the commencement address 
to the twenty-one graduates. 


Dr. J. C. Forbes, Associate Professor of 
Chemistry. has been named an honorary editor 
of the Journal of Dental Research. This is 
in recognition of Dr. Forbes’ research in this 
field, 





The fourth annual Stuart McGuire lectures, 
held in Richmond, the latter part of April, 
were well attended by a number of out-of-town 
doctors as well as local physicians and _ stu- 
dents. Dr. Ronald T. Grant, of the Depart- 
ment of Clinical Research of the University 
College Hospital, London, England, and asso- 
ciated with Sir Thomas Lewis, the noted 
cardiologist, gave three lectures, and exceed- 
ingly interesting clinics were held by Dr. Paul 
White, of Harvard University, Dr. Louis 
Hamman, of Johns Hopkins, and Dr. Tinsley 
Harrison, of Vanderbilt University. 


As the Monroy goes in the mail, the com- 
mencement exercises of the College are in 
progress. A notice of these will appear in 
our next issue, 


News Notes from Duke University School 
ef Medicine and Duke Hospital. 

On April 8th Dr. Charles R. Stockard. Pro- 
fessor of Anatomy, Cornell University, gave 
a lecture at the Duke Hospital on the “Pe- 
culiar Form and Type in Man and Animals.” 


On May 3rd Dr. Otto H. F. Vollbehr, well- 
known bibliophile, lectured on old and rare 
books. 

On May 15th Dr. Arthur Steindler, Pro- 
fessor of Orthopedics, University of Iowa, gave 
a clinic on “The Low Back.” 





On May 12th the Durham-Orange County 
Medical Society held its meeting at the Duke 
Hospital, at which papers were presented by 
the Duke Hospital staff on (Grastro-Intestinal 
Diseases—Surgical and Medical Aspects. 





Dr. Charles A. Young, 


Roanoke, Va., sailed from New York on 


May 19th to attend the European Assem- 
blies of the Inter-State Post-Graduate Medi- 
The group 


cal Association of North America. 
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News Notes 





Committee of Arrangements for our Lynch- 
burg Meeting. 

As previously stated, the Medical Society of 
Virginia is to hold its 1933 meeting in Lynch- 
burg, October 24th, 25th and 26th. Dr. D. P. 
Scott has been appointed to serve as General 
Chairman, with the following committees: 

Publicity—Dr. E. F. YOUNGER 
Entertainment—Dkr. F. O. PLUNKETT 
Clinics—Dr. ErNest G. Scorr 

Commercial Exhibits—Dr. H. B. SPENCER 
Scientific Exhibits—Dr. Don P. PETERS 

Hotels and Meeting Piaces—Dr. J. R. GORMAN. 
Reception—Dr. ELISHA BARKSDALE 
Ladies—Mrs. GEO. J. TOMPKINS 

This is going to be an excellent meeting and 
members are urged to attend. Be sure to 
count this time as part of your 1933 vacation. 


The Milwaukee Session of the American 

Medical Association. 

The Milwaukee meeting of the A. M. A., 
June 12th-16th, will be extraordinary in many 
ways. In view of the reduced railroad rates, 
this should also be a fine opportunity for phy- 
sicians to attend the Century of Progress Ex- 
position in Chicago, as well as the Milwaukee 
meeting. The meeting promises a most ex- 
cellent scientific program, clinics, exhibits, en- 
tertainments, ete. Dr, E. H. Cary, of Dallas, 
Texas, is President of the A. M. A. 


The American Medical Golfing Association, 

Headed this year by Dr. John Welsh Cros- 
key, of Philadelphia, will hold its Nineteenth 
Annual Tournament over the Blue Mound 
Country Club course, Milwaukee, on Monday, 
June 12th. 

Play will begin at 8:00 A. M., with all tee- 
ing off before 3:30 P. M. Dinner will be served 
at the Club at 6:30 P. M., followed by distri- 
bution of approximately fifty trophies and 
prizes for the eight major events, covering 
both 36-hole and 18-hole play. Past Presi- 
dent Frank A. Kelly, of Detroit, will be on 
hand with his inimitable stories. In addition, 
the local committee promises that, at this 
tournament, Milwaukee’s “fame” will not be 
lessened in quality or quantity. 

Any male Fellow of the American Medical 
Association, in good standing, is eligible for 
membership in the American Medical Golf- 
ing Association, on acceptance of its By-Laws 
and payment of the enrollment fee. All com- 


munications concerning the golf tournament 
or enrollment can be addressed to Wm. J. 
Burns, Executive Secretary, 4421 Woodward 
Ave.. Detroit. 


A Welcome Awaits Doctors and Their Fami- 
lies at the Chicago Exposition. 

At the Century of Progress Exposition in 
Chicago, this summer, the Chicago Medical So- 
ciety will have a booth in the Hall of Science 
Building in Group K. A committee from thay 
Society, composed of Drs. Hugh N. MacKech: 
nie, Wilbur Post and Julius Hess, ask us to 
announce that in their booth they will have 
information for the visiting physicians and 
will be glad to assist any members from our 
State Society in every way possible. The 
Woman’s Auxiliary of the Chicago Medical 
Society will welcome the wives and daughters 
of physicians, 

The committee states that they hope to have 
the pleasure of meeting a large number of 
physicians from our State and of being of 
some help to them. 


News from University of Virginia, Depart- 
ment of Medicine, 

Dr. Ronald T. Grant, of the Department of 
Clinical Research, University College Hos- 
pital Medical School, London, visited the 
Medical School on April 22nd and 23rd. 

On May ist, Major Edgar Erskine Hume, 
Librarian of the Surgeon Generals Library, 
Washington, spoke before the University Medi- 
‘al Society on the History of Typhus Fever 
with particular reference to the Serbian epi- 
demic. 





The eleventh post-graduate clinic was held 
at the University of Virginia Hospital on May 
4th and 5th. Fifty physicians were in at- 
tendance. 


On May Ist, Dean J. C. Flippin spoke be- 
fore the Lynchburg Medical Society on the 
subject of Hyperinsulinism and Allied Condi- 
tions. 


Dr. J. Edwin Wood read a paper on Rheu- 
matic Fever in Virginia (prepared in colla- 
boration with Dr. A. D. Hart) before the 
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American Climatological and Clinical Society 
at the meeting in Washington on May 10th. 


On May 12th, Dr. Arthur Steindler, Pro- 
fessor of Orthopedic Surgery at the Univer- 
sity of Iowa, gave two lectures before the 
faculty and students; at 10:30 he spoke on the 
subject of The Upper Extremities, at 8:00 on 
Back Pain. 


Finals of the University will be held on 
June 10th to 13th. The usual entertainments 
Jun 
and exercises will enliven these days. 


News from Medical College of Virginia. 

Dr. Walter Straub, Professor of Pharm- 
acology of the University of Munich, was a 
recent guest of Dr. Harvey B. Haag, Asso- 
ciate Professor of Pharmacology. Doctor 
Haag worked in the laboratory of Dr. Straub 
in Munich several years ago. 


Dr. William Pepper, Dean of the Univer- 
sity of Pennsylvania Medical School, was a 
visitor for several hours on April 24th. 


Recent visiting alumni were Dr. Jesse Mec- 
Call, °31; Dr. O. F. Hedley, 28; Dr. L. L. 
Putney, °14, and Captain L. H. Ginn. ‘27. 


President W. T. Sanger and Mr. J. R. Me- 
ta) 
Cauley, Secretary, were in Danville and 


Lynchburg, May 4th and 5th, for meetings 
with the alumni of these two places. Both 
meetings were well attended and plans were 
made for similar meetings next year. 


The outpatient department for the month of 
April shows a total of 5,716 patient visits. 
The average number of patients per day was 


200). 


Quite a number of faculty members attended 
the eleventh annual meeting of the Virginia 
Academy of Science, at Fredericksburg, May 
5th and 6th. Those on the program at this 
meeting were: Dr. J. C. Forbes, Dr. W. A. 
Peabody, Dr. R. J. Main, Dr. H. B. Haag. 
Mr. M. K. Underwood, Dr. Sidney S. Negus, 
Dr. Beverley R. Tucker, Dr. Frank L. Ap- 
perly, Dr, W. R. Bond, Dr. Fred J. Wampler 
and Dr, Frederick W. Shaw. 


The annual commencement exercises of the 
Saint Philip Hospital School of Nursing were 
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held May 14th and 15, Dr. Arthur D. Wright, 
President of the John F. Slater Fund, Wash- 
ington, D. C., made the commencement address 
to the twenty-one graduates. 


Dr. J. C. Forbes, Associate Professor of 
Chemistry. has been named an honorary editor 
of the Journal of Dental Research. This is 
in recognition of Dr. Forbes’ research in this 
field. 


The fourth annual Stuart McGuire lectures, 
held in Richmond, the latter part of April, 
were well attended by a number of out-of-town 
doctors as well as local physicians and_ stu- 
dents. Dr. Ronald T. Grant, of the Depart- 
ment of Clinical Research of the University 
College Hospital, London, England, and asso- 
ciated with Sir Thomas Lewis, the noted 
cardiologist, gave three lectures, and exceed- 
ingly interesting clinics were held by Dr. Paul 
White, of Harvard University, Dr. Louis 
Hamman, of Johns Hopkins, and Dr. Tinsley 
Harrison, of Vanderbilt University. 


As the Monruiy goes in the mail, the com- 
mencement exercises of the College are in 
progress. <A notice of these will appear in 
our next issue, 


News Notes from Duke University School 
ef Medicine and Duke Hospital. 

On April 8th Dr. Charles R. Stockard. Pro- 
fessor of Anatomy, Cornell University, gave 
a lecture at the Duke Hospital on the “Pe- 
culiar Form and Type in Man and Animals.” 

On May 3rd Dr. Otto H. F. Vollbehr, well- 
knewn bibliophile, lectured on old and rare 
books. 

On May 15th Dr. Arthur Steindler, Pro- 
fessor of Orthopedics, University of Iowa, gave 
a clinic on “The Low Back.” 

On May 12th the Durham-Orange County 
Medical Society held its meeting at the Duke 
Hospital, at which papers were presented by 
the Duke Hospital staff on (Grastro-Intestinal 
Diseases—Surgical and Medical Aspects. 





Dr. Charles A. Young, 

Roanoke, Va., sailed from New York on 
May 19th to attend the European Assem- 
blies of the Inter-State Post-Graduate Medi- 
cal Association of North America. The group 
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expected to attend clinics in London, Edin- 
burgh, Oslo, Copenhagen, Stockholm, Lenin- 
grad, Moscow, Warsaw, Berlin, Vienna, and 
Paris, and will return on July 18th. 


The American Proctologic Society 

Will hold its annual meeting in Chicago, June 
12th-13th, with headquarters at the Stevens 
Hotel, Interesting papers have been prepared 
for the scientific program. Dr. Curtice Rosser, 
of Dallas, Texas, is President of this Society. 

Further information may be obtained from 
the Secretary, Dr. Frank G. Runyeon, 1361 
Perkiomen Ave., Reading, Pa. 

Dr. E. H. Terrell, Richmond, Va., an ex- 
president of the Society, will attend this meet- 
ing. 

Married. 

Dr. Wilmer Howard Paine, Jr., Charlottes- 
ville, Va., and Miss Mildred Goadby Black, 
Lynchburg, Va., April 22nd, Dr. Paine is an 
alumnus of the class of 30, University of Vir- 
ginia. 

Dr. Sigmund Newman, Vienna, Va., and 
Miss Rita Lessner, Richmond, Va.. May 14th. 
Dr. Newman graduated from the Medical Col- 
lege of Virginia in 30. 


Dr. William G. Stephenson, 

Of the class of 30, Medical College of Vir- 
ginia, has received an appointment to continue 
his service another year as resident physician 
at the Baroness Erlanger Hospital, Chatta- 
nooga, Tenn. 


Doctors’ Helpers Institutes to be Held Dur- 
ing Summer. 

The State Health Department, during the 
summer, will conduct Doctors’ Helpers Insti- 
tutes at the following places: 

For white women: 

Virginia Polytechnic Institute, Blacks- 
burg, June 19-23, 1933. 

Health Center, Petersburg, July 17-21, 
1933. 

Medical Building, University of Virginia, 
Charlottesville, July 24-28, 1933. 

For negro women: 

Christiansburg Institute, Cambria, June 
26-30, 1933. 

Tidewater Institute, Chesapeake, July 10- 
14, 1933. 

Virginia State College for Negroes, Peters- 
burg, July 31-August 4, 1933. 

Hampton Institute, Hampton, August 7- 
11, 1933. 
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These Institutes are conducted annua!|y in 
order to provide training for intelligent women 
with some education who wish to become prac- 
tical nurses, or act in a general way as doc. 
tors’ helpers. 

The lectures and demonstrations given by 
the members of the State Health Department, 
and by physicians and nurses connected with 
the institutions, afford a valuable opportunity 
to those taking the course. 

Each year physicians have sent a number of 
women to the Institutes in order to have more 
competent helpers in caring for the sick in 
their communities. 

If any physician knows of women who 
would be benefited by this course, the State 
Department of Health would appreciate his 
sending their names to Mrs. Emily W. Ben- 
nett, R. N., State Department of Health, Rich- 
mond, Va., who will send them detailed in- 
formation as to expense, etc. 


Dr. Rudolph C. Thomason 

Will open offices in the Professional Build- 
ing, Richmond, Va., July 1st, for the practice 
of Ophthalmology. He is an alumnus of the 
Medical College of Virginia, class of ’29, and 
served an internship at Memorial Hospital. 
Dr. Thomason has been studying in the De- 
partment of Ophthalmology at the University 
of Chicago Clinic. 


Richmond Committee for Southern Medical 

Association. 

Dr. Carrington Williams, president of the 
Richmond Academy of Medicine, at a recent 
meeting, announced the following appoint- 
ments of chairmen for the Southern Medical 
Association meeting in November: 

General Chairman—Dr. FRED M. HopceEs. 
Honorary Vice-General Chairmen—Dr. Sruarr Mc 

GuIRE, Dr. J. SHELTON Horsey, Dr. J. K. HALL. 
Finance—Dr. W. H. HicGins. 

Entertainment—Dr. BEVERLEY R. TUCKER. 

Program or Clinics—-Dr. I. A. BIGGER. 

Meeting Places—Dr. R. FINLEY GAYLE, JR. 
Hotels—Dr. J. PowELL WILLIAMS. 

Publicity—Dr. Jos. F. GEISINGER. 

Scientific Exhibits—Dr. W. AMBROSE MCGEE. 
Technical Exhibits—Dr. J. B. DALTON. 

Alumni Reunions and Fraternity Luncheons—Dnr. H. 

H. WARE, JR. 

Membership—Dr. C. M. CARAVATI. 

Information—Dr. JOHN §S. Horstey, Jr. 

Transportation—Dr. ArTHUR S. BRINKLEY. 

Signs and Badges—Dr. GARLAND HARWOOD. 

Lanterns—Dr. J. L. TABs. 

Golf—Dr. Paut W. How te. 

Trap Shooting—Dr. W. B. PorrTer. 

Women Physicians—Dr. PAULINE WILLIAMS. 

Ladies’ Entertainment—Mrs. Stuart McGuire, Chair- 
man, Mrs. J. B. DALton, Vice-Chairman. 
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Dr. Robert Whitehead 

Announces the removal of his office from 
17 East Grace Street to 5 East Franklin 
Street, Richmond, Va. 


“Sight-Saving” Classes. 

The National Society for the Prevention of 
Blindness announces that, to prepare teachers 
and supervisors for this work, training courses 
will be offered during the summer of 1933 at 
Western Reserve University, Cleveland, O., 
June 19th-July 28th; University College, Uni- 
yersity of Chicago, Chicago, Ill., June 26th- 
August 1st; Teachers College, Columbia Uni- 
versity, New York City, July 10th-August 
18th. 

A course will probably be offered also at 
State Teachers College, Buffalo, N. Y. 

Information concerning these courses may 
be secured from the respective universities or 
from the National Society for the Prevention 
of Blindness, 450 Seventh Avenue, New York 
City. 

Appointments at the New York Polyclinic 

Medical School and Hospital. 

The following appointments have been an- 
nounced by the New York Polyclinic Medical 
School and Hospital: 

Dr. Russell L. Cecil, as Professor in the 
Department of Internal Medicine, and At- 
tending Physician; Dr. Foster Kennedy, as 
Consulting Neurologist; and Dr. Joseph E. J. 
King. as Clinical Professor in the Department 
of Neuro-Surgery. 


The South Carolina State Medical Associa- 
tion, 

At its annual meeting held recently, decided 
to hold its 1934 meeting in Charleston. Dr. 
Robt. E. Abell, of Chester, was installed as 
president, Dr. Wm. Egleston, Hartsville, was 
named president-elect, and Dr. E, A. Hines, 
Seneca, was re-elected secretary. 

Mental Hygiene Movement Celebrates 25th 

Anniversary. 

The twenty-fifth anniversary of the founding 
of the mental hygiene movement was commem- 
orated May 6th, in New Haven, where the move- 
ment was founded by Clifford W. Beers. Sev- 
eral prominent speakers were on the program 
for the morning and evening sessions, among 
them being Mr, Beers, himself. 

Dr. Hunter H. McGuire, 

Winchester, Va., has been re-elected president 

of the Winchester Memorial Hospital for the 
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thirty-second consecutive time, having been 
its president since the institution was estab- 
lished. Dr. J. E. Harris was also re-elected 
secretary. 


Dr. Shore’s Memory Honored. 

The North Carolina State Legislature has 
ratified a resolution designating the building 
which houses the State laboratory of hygiene 
in Raleigh as the Clarence A. Shore State 
Laboratory of Hygiene Building. This is a 
memorial to Dr. Shore, who died February 
10th, after having served as director of that 
laboratory for a period of twenty-five years. 


The American Society for the Control of 
Cancer 
Announces the removal of its offices from 
25 West 43rd Street to 1250 Sixth Avenue, 
Rockefeller Center, New York City. 


Dr. Tom A. Williams, 

Formerly of Washington, D. C., and a 
member of the Medical Society of Virginia, 
but more recently located at Miami, Fla., an- 
nounces that he has spent the winter in Spain 
and has improved very much in health, He 
is now visiting his son in London, before re- 
turning to this country. 


Dr. Regena Beck, 

Pathologist of the Stuart Circle Hospital, 
Richmond, Va., will attend the annual meet- 
ing of the American Society of Clinical 
Pathologists at Milwaukee, June 9th-12th, and 
+i} "poe € « bd 4 Ve » > +7 - 7 N =) - 
will read a paper on the Pathogenesis of Neu 
tropenia. 


The Graduate Nurses’ Association of Vir- 
ginia 
Had an excellent meeting in Richmond, the 
latter part of May, with an attendance of 331 
graduate nurses, Miss Blanche Webb, Nor- 
folk, continues as president for another year. 
Miss 


Officers elected are: Vice-presidents, 
Frances Zeigler, Richmond, and Miss Ruth 
Morton, also of Richmond; secretary, Miss 


Mary Marshall, Hampton; treasurer, Mrs. Jes- 
sie W. Faris, Richmond; new director, Miss 
Nina Gage, Hampton. The place of meeting 
for the 1934 session will be selected later. 


The American Congress of Radiology, 

Composed of the American College of Radi- 
ology, the American Radium Society. the 
American Roentgen Ray Society, and the 
Radiological Society of North America, will 
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hold a convention in Chicago, September 25th- 
30th, inclusive. 
Philadelphia, President of the Congress, states 
that all physicians, physicists, biologists and 
others connected with the allied sciences will 
be made welcome at the Congress. 

Over 150 essayists will devote fifty-five full 
hours to the scientific program. The daily 
programs will terminate at 2:00 P. M., leav- 
ing the afternoons free to visit the Century 
of Progress World’s Fair. 

Information concerning membership in the 
Congress, railroad and hotel rates. etc., may 
be secured from Dr. Benjamin H. Orndoff, 
2561 N. Clark St., Chicago, Ill. 


For Rent— 

Doctor's office, 1100 block West Franklin 
Street, Richmond, Va., first floor front. Fur- 
nished reception room shared with one other 
doctor, private consultation room, tiled surg- 
ery or treatment room, private lavatory. $45.00 
per month includes electricity, heat, water and 
janitor service. Also suitable for a dentist. 
In answering. state references and type of 
practice. Address replies to “V, M. J..” care 
this journal, 1200 East Clay Street. Rich- 
mond.—( Adv.) 





Obituary Record 


Dr. Maury B. Linkous, 

A native and life-long resident of Mont- 
gomery County, Virginia, died suddenly at 
his home in Blacksburg, Va., on April 29th, 
while talking with a patient in his office. He 
was fifty-nine years of age and graduated in 
medicine from the former University College 
of Medicine, Richmond, Va., in 1899. He had 
been a member of the Medical Society of Vir- 
ginia for over thirty years, and was also a 
very active member of the Southwestern Vir- 
ginia Medical Society. His wife, a young son, 
and several brothers and sisters survive him. 


The following resolutions were passed on 
the death of Dr. Linkous: 


The Southwestern Virginia Medical Society, and 
the Medical Discussion Group, through a committee 
appointed by the President of the Society, passed the 
following resolutions on the death of Dr. Linkous: 

WHEREAS, God in his infinite wisdom has seen fit 
to remove from our midst our beloved friend and co- 
worker, Dr. Maury B. Linkous, of Blacksburg, Va., 
on Saturday evening, April 29, 1933, 





Dr. Henry K. Pancoast, of 
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Therefore be it resolved. First, that the medica] 
profession has lost one of its most valuable men, be- 
cause of the many virtues and good qualifications 
which were the foundation of his character, and 
which were manifested in his daily relationship with 
the medical profession and the patients with whom 
he came in contact; 

Second: That the State of Virginia has los: one 
of its outstanding physicians and citizens, who for 
a number of years contributed more than his part 
to the community and State in which he lived, both 
as a physician and citizen; 

Third: That a copy of these resolutions be spread 
on the minutes of our Society, a copy sent to the 
VIRGINIA MEDICAL MONTHLY, and a copy to the family, 


A. M. SHOWALTER, Chairman, 
O. A. WEATHERLY, 
C. F. MANGEs. 


Dr. Louis A. Thompson, 

Manager of the Veterans’ Administration 
Home, Hampton, Va., died April 14th. He 
was sixty years of age and a native of Ohio. 
Dr. Thompson graduated from the Bellevue 
Hospital Medical College of New York in 
1897. While in army service as a Contract 
Surgeon, during the Philippine Insurrection, 
he was severely wounded and as a result suf- 
fered the loss of a leg. Dr. Thompson entered 
the National Soldier’s Home, at Hampton, 
Va., as an interne and was promoted to vari- 
ous grades until at the time of his death he 
was Governor and Manager of the Home. He 
had been a member of the Medical Society of 
Virginia for twenty-two years and was also 
a member of the American Medica! Associa- 
tion. His wife and two daughters survive 
him. 


Dr. Wesley Reid Putney, 

Formerly of Virginia, died suddenly on 
May 2nd, at Lake City, Fla. He was fifty- 
five years of age and a graduate of the former 
University College of Medicine, Richmond, 
Va,. in 1912. He had retired from practice. 
The interment was in Farmville, Va. His 
wife and a daughter survive him. 


Dr. George Hooper Mallett, 
Hendersonville, N. C., died March 22nd of 
heart disease. He was sixty-nine years of age 
and a graduate of the University of Virginia, 
Department of Medicine in 1885. He was a 
fellow of the American College of Surgeons. 


Dr. J. Monroe Klinger, 

Harrisonburg, Va., died March 29th, of heart 
disease. Tle was eighty-three years of age and 
a graduate of the University of Wurzburg, 
Germany, in 1880. 
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